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ABSTRACT 
 
 Impairments in capacity to accurately perceive one’s self following a traumatic 
brain injury (TBI) poses serious consequences for not only the individuals who 
experience these deficits, but also their family members and social supports, treating 
clinicians, and all levels of the healthcare continuum including rehabilitation institutions 
and insurers. Individuals with limited understanding of their deficits often take longer to 
complete the rehabilitation process due to poor motivation, reduced effort, persistence 
and commitment when faced with repeated task failure. For these reasons, individuals 
with a TBI resulting in executive dysfunction often require increased support and 
assistance in daily life long-term. The aim of this project, A Clinician’s Guide to Self-
Awareness Training, is to provide occupational therapists working in TBI rehabilitation 
with an eight-hour continuing education course that will equip them with tools that utilize 
the existing evidence literature to develop treatments that are conducive to the current 
state of healthcare and are effective. Such treatments include: detailed behavioral 
analysis, design of a tailored intervention for a specific target behavior, collection of data, 
and frequent reassessment throughout treatment phases to monitor effectiveness. A 
Clinician’s Guide to Self-Awareness Training will focus on strategies to facilitate gains in 
self-awareness during rehabilitation through attention to key factors such as constructive 
   vii 
feedback and structured experiences that seek to promote a sense of understanding, 
control, and confidence while helping to progressively restructure self-evaluative beliefs 
about functional capabilities (Barco et al., 1991; Langer & Padrone, 1992; Mateer, 1999). 
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Chapter 1: Introduction 
 
Executive dysfunction is the most common sequelae of traumatic brain injury 
(TBI) due to the high incidence of damage to the frontal systems through coup or contra-
coup injuries directly to frontal lobes, or by disruption of afferent or efferent connections 
to other brain regions (McDonald, 2006). Obstruction of these high-level functions, 
specifically insight, reasoning, and self-awareness, directly imposes upon motivation and 
engagement in therapy sessions, active participation in collaborative goal setting, and 
initiating use of compensatory strategies for deficits in functioning. Self-awareness can 
be defined as ‘the capacity to perceive the “self” in relatively “objective” terms while 
maintaining a sense of ‘subjectivity’ (Prigatano & Schacter, 1991). Impairments in 
capacity to accurately perceive one’s self following a TBI poses serious consequences for 
not only the individuals who experience these deficits, but also their family members and 
social supports, treating clinicians, and all levels of the healthcare continuum including 
rehabilitation institutions and insurers. Individuals with limited understanding of their 
deficits often take longer to complete the rehabilitation process due to poor motivation, 
reduced effort, persistence and commitment when faced with repeated task failure. For 
these reasons, individuals with brain injury resulting in executive dysfunction often 
require increased support and assistance in daily life long-term. Integrity of executive 
function following a TBI demonstrates significant associations with critical life functions 
such as those outlined in the American Occupational Therapy Association’s (AOTA) 
Occupational Therapy Practice Framework including activities of daily living, 
instrumental activities of daily living, education and vocational success and social 
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autonomy following discharge from acute rehabilitation (AOTA, 2014). Due to these 
deficits, individuals sustaining a TBI often require increased assistance and supervision 
from caregivers over a life-time incurring costs of $600,000–$1,875,000 (Brain and 
Spinal Cord Organization, 2017). Productivity and efficiency of TBI rehabilitation 
programs can help to ease the economic burden that mild, moderate, or severe brain 
injury poses to society which is predicted at $48.3 billion annually (Brain and Spinal 
Cord Organization, 2017).  The evidence literature has shown that clients with better self-
awareness of their impairments have enhanced participation and performance in 
rehabilitation (Fleming, Strong, & Ashton, 1998; Lam, McMahon, Priddy, & Gehred-
Schultz, 1988), and their relatives show less strain (Koskinen, 1998). Individuals with 
accurate self-awareness have also been found to enjoy more successful community and 
vocational reintegration (Exarchi, Ben-Yishay, Kay, Diller & Rattock, 1991; Sherer et 
al., 1998) thus, reducing the financial and emotional burden sustained by caregivers and 
society. Figure 1:1, found in Appendix F, is an explanatory model to show the impact of 
impaired self-awareness on rehabilitation outcomes.    
 Identifying deficits in self-awareness as early in the rehabilitation process as 
possible provides a means to expedite client-centered and collaborative approaches to 
treatment that are rooted in both restorative and compensatory models. Through the 
utilization of engaging and effective treatment of impaired self-awareness, rehabilitation 
processes have the ability to be more efficient with results that are generalizable during 
transition to the community. The approach presented in this doctoral project provides 
clinicians with a model for facilitating improved functional outcome from rehabilitation 
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as measured by the Functional Independence Measure (FIM), Disability Rating Scale 
(DRS), and specific-behavior based goal attainment during post-acute rehabilitation. Use 
of the described intervention strategies will help to better predict	recommended level of 
assistance and the need for supervision upon discharge to the community.  Educational 
materials including a manual and decision tree formatted reference, as well as ongoing 
access to webinars with case study examples, will assist clinicians in the integration of 
the proposed assessment and intervention techniques when treating this population. Use 
of these resources will enable a more positive client-therapist relationship, and facilitate 
collaborative goal setting through systematic, and evidence-based graded task selections 
that are specific to an individual’s circumstances and abilities. Inevitably, if these 
techniques can be integrated into assessment and treatment of individual’s early in their 
acute rehabilitation stay, buy-in for use of strategies and initiation of coping mechanisms 
within the rehabilitation process should improve overall effectiveness of treatment as 
well as long-term effects on functioning for the individual at the community level. 
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Chapter 2: Theoretical and Evidence Base  
 A review of six articles provided links through correlational analysis of the known 
neuropathological features of Traumatic Brain Injury (TBI) with the neuropsychiatric 
consequences and, in turn, with the therapeutic interventions that logically follow (Lux, 
2007, Schmitdz et al., 2006, Prigitano et al., 1990, Ranseen et al., 1990, Sherer et al., 
2005, Sherer et al., 2000). In some studies, there was a tendency for awareness deficits to 
be more pronounced in subjects with right-hemisphere injury (Ranseen et al., 1990, 
Schmidtz et al., 2006).  However, other articles suggested that impaired self-awareness 
was significantly associated with the number, but not with location or volume of focal 
lesions early after TBI (Prigitano et al., 1990, Sherer et al., 2005). Regardless of the 
specific location of the injury, all studies reported	that post-traumatic impaired self-
awareness likely reflects disruption in the integrated operation of broadly distributed 
neural networks, with disruption across multiple regions being more significant.	The 
reviews presented previously of closed head injury classification, epidemiology, residual 
deficits (physical, cognitive, and behavioral impairment), expected outcomes, and factors 
predictive of outcome help to understand the causes of neuropsychological symptoms for 
use as a guide for treatment planning. 
Obstruction of these high level functions, specifically insight, reasoning, and self-
awareness, directly imposes upon initiating the use of compensatory strategies for deficits 
in functioning (Ownsworth et al., 2006, Pedersen et al., 1996), active participation in 
collaborative goal setting (Fischer et al., 2004, Ownsworth et al., 2004), motivation and 
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engagement in treatment sessions (Rotenberg-Shpigelman et al., 2014, Malec et al., 2000, 
Ownsworth et al., 2002), and coping mechanisms to address a loss of self-efficacy and 
alterations in social roles and routines (Katz, et al., 2002; Malec, et al., 2000; Anson, et 
al., 2006). Examination of the methodological quality of the above studies identified 
relative strengths and limitations of each. In particular, the conclusions drawn from 
approximately five of the ten studies were strengthened by large sample sizes (Fischer et 
al., 2004; Hartman-Maeir et al., 2002, and Sherer et al., 2003). However, the type, length, 
and intensity of rehabilitation studies varied dramatically between publications. 
Additionally, the extent to which impaired self-awareness was targeted during therapy 
was highly variable. Only three of the ten studies examined the acute phase of recovery 
during inpatient rehabilitation (Hartman-Maeir et al., 2002, Pederson et al., Sherer et al., 
2003) and one involved a variance in length of stay between 53 and 297 days (Malec et 
al., 2000) which is uncommon within today’s prospective payment system for 
reimbursement.  
 In addition to neuropsychological influences, there are also multiple external 
factors that mediate overall engagement and functioning in rehabilitation in the TBI 
population. Length of stay for inpatient medical rehabilitation has decreased dramatically 
in recent years and is expected to continue declining under the prospective payment 
system implemented for inpatient medical rehabilitation in January of 2002 (Ottenbacher 
et al., 2004, Hoffman et al., 2014). In addition, understaffing at acute rehabilitation is a 
common concern with high demands on productivity and organizational involvement 
outside of direct patient care. These factors require clinicians to commence therapy 
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interventions as quickly as possible leading to treatment being administered in a 
scientifically uncontrolled manner with an inability to thoroughly assess the patient’s 
needs as well as measure treatment effect outside of functional goal attainment (Tate et 
al., 2013). Additional treatment and planning time is required of the clinician to complete 
a detailed behavioral analysis, design a tailored intervention for a specific target behavior, 
collect data, and reassess throughout treatment phases to provide the most effective 
treatment. For example, gains in self-awareness during rehabilitation rely on key factors 
such as constructive feedback and structured experiences that seek to promote a sense of 
understanding, control, and confidence while helping to progressively restructure self-
evaluative beliefs about functional capabilities (Barco et al., 1991; Langer & Padrone, 
1992; Mateer, 1999). Extensive and concrete feedback on performance while fostering 
improved self-awareness requires more than what happens in a one hour therapy session. 
Education must be provided that highlights the most effective strategies in promoting 
self-awareness, such as consistent feedback from all team members, including the 
patient’s family and support network, that involves the patient in labelling the problem 
(Barco et al., 1991, Cicerone, 1989, DeHope et al., 1999). However, this process can be 
impeded by high emotional distress and financial strain on the family following a 
devastating TBI of a loved one. It is the combination of these internal mechanisms of the 
person, and external mechanisms of the environment of rehabilitation and social networks 
of the individual that result in decreased participation in a rehabilitation program with 
lower levels of functional performance upon discharge following a TBI.    
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Ecology of Human Performance  
The Ecology of Human Performance (Dunn et al., 1994), frame of reference can 
be used to understand the issues that impaired self-awareness following a TBI poses to 
the rehabilitation process. The authors of the Ecology of Human Performance examine 
the interrelationship of humans and their context and the effects of these relationships on 
performance. A broad definition of context, including physical, social, cultural, and 
temporal environments, balances the previous emphasis in practice on the external 
environment to better consider what the environment means to the person. This model 
recognizes that context and person are interactional: persons both affect and are affected 
by their context. Understanding how context influences behavior and performance is a 
key component in assessment and intervention planning when understanding how one 
selects contextually appropriate behavior. Conceptualization of the Ecology of Human 
Performance must be viewed in a non-linear, dynamic manner. There is an emphasis on 
variability and that systems are multiply determined, complex, and self-organizing 
(Thelen, 1992). Although individuals may have typical behaviors or patterns, minor 
changes in the person or context can alter these predispositions. Self-organization of a 
person depends on adapting to these changes. Figure 2:1 depicts the interactional 
components of the Ecology Of Human Performance.  
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Fig. 2:1 Ecology of Human Performance (Dunn, Brown, & McGuigen, 1994) 
Following a TBI, often people are unable to successfully self-organize and require 
intervention from an occupational therapist that encompasses the complex relationship of 
the person and his or her context.  The Ecology of Human Performance deciphers the 
variance in the disruption of daily life that persons experience with disability, illness, or 
stress from a contextual perspective (Dunn et al., 1994). When an individual has a limited 
set of skills or abilities, they may derive less meaning from the context, or may not have 
the personal resources to support performance. The context may not provide them with 
salient cues, or the person may be unable to use the available resources to aid in 
successful performance.  
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Key factors in awareness training such as extensive and concrete feedback on 
performance from not only the therapy team but also an individual’s support network can 
be impeded by many internal and external variables. The Ecology of Human Performance 
allows us to appreciate the importance of evaluating individual performance with 
consideration of the context of performance so as not to misinterpret behaviors and 
commence with inappropriate choices in intervention. Numerous studies show that 
occupational therapy is most effective when it is imbedded in real life (DeHope et al., 
1999, Katz et al., 2002, Goverover et al., 2007). The Ecology of Human Performance 
reminds us that “real life” does not exist in a vacuum. It is important to appreciate the 
role that the physical, emotional, social, and temporal environment play in shaping 
behavior, and in this case, self-awareness of deficits following traumatic brain injury. 
Figure 2:2 presented below demonstrates how occupational therapists can utilize this 
frame of reference in developing multi-dimensional treatment approaches that address all 
factors impacting an individuals therapeutic experience. 
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Figure 2:2 Therapeutic Interventions (Dunn, Brown, and McGuigen, 1994) 
Adult Leaning Theory (Androgony) 
 The Adult Learning Theory developed by Knowles (1980, 1984), is based on the 
foundation of androgony, which in Greek means man-leading, that guides the five 
assumptions about the characteristics about adult learners:  
 1. Self concept: as a person matures his/her self concept moves from one of being 
a dependent personality towards one of being a self-directed human being.  
 2. Adult learner experience: as a person matures he/she accumulates a growing 
reservoir of experience that becomes an increasing resource for learning.  
 3. Readiness to learn: as a person matures his/her readiness to learn becomes 
oriented increasingly to the developmental tasks of his/her social roles.  
   11 
 4. Orientation to learning: as a person matures his/her time perspective changes 
from one of postponed application of knowledge to immediacy of application, and 
accordingly, his/her orientation toward learning shifts from one of subject-
centeredness to one of problem centeredness.  
 5. Motivation to learn: As a person matures the motivation to learn is internal  
 Additionally, Knowles (1984) suggested four principles that are applied to adult 
learning which include:  
 1. Adults need to be involved in the planning and evaluation of their instruction. 
 2. Experience (including mistakes) provides the basis for the learning activities. 
 3. Adults are most interested in learning subjects that have immediate relevance 
and impact to his/her job or personal life.  
 4. Adult learning is problem-centered rather than content-oriented.  
 In Figure 2:3, one can visualize the assumptions of the learner and principles of 
the theory presented.  
Figure 2:3. Application of Knowles’ Adult Learning Theory (Kearsley, 2010) 
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 Application of Adult Learning Theory is critical in development of continuing 
education courses for clinicians in effectively assessing and treating adults with impaired 
self-awareness following TBI. Without use of the andragogy principles presented above 
programming runs the risk of being irrelevant to participants and temporary in its effect. 
Design of this continuing education course will be guided by feedback from clinicians 
about the challenges they face daily in treating this complex population. Topics of the 
modules will be directed by areas of interest that are discipline specific and immediately 
applicable to the area of practice the participants are employed in. There will be clear 
explanations of the reasons behind the techniques that are being taught as well as the 
research to support their implementation. Instruction of the assessment and treatment 
approaches will be task-oriented instead of lecture and memorization based. Learning 
will occur through practicing of skills in context via peer role play, video demonstration 
of application on patients, and critical reasoning through case-studies that represent 
realistic clinical scenarios and patient presentations. Instruction will take into account the 
wide range of participant backgrounds in learning through provision of various 
modalities to receive information including lecture, written material, visual models, 
application of principles in real-life scenarios, and utilization of web-based modules to 
continue education post-completion of course. Utilization of the webinar format post-
course in particular will allow participants to maximize on Knowles’ theory of self-
directed instruction to allow participants to review material at their own pace, on their 
own time, and assess application of principles into practice through independent review 
of successes and failures. Application of The Adult Learning Theory to this continuing 
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education course highlights the goal of not simply providing content to improve provision 
of services but rather inspiring clinicians to become engaged in the process, empathetic 
and patient about the root causes of behavior, and effective in their transfer of knowledge 
from practitioner to patient. Through modeling of this approach in design and 
implementation of the continuing education course, clinicians can apply the foundations 
of engagement, involvement, and focus on performance and strategy use during 
individual therapy sessions.  
Treatment Approaches 
The evidence literature supports the belief that self-awareness is a major current 
issue within theoretical, clinical, and research approaches to the rehabilitation of 
neurological disability.  Impaired self-awareness following acquired or TBI is a complex 
phenomenon that has significant implication for occupational therapy practice. However, 
there are only a few published works by occupational therapists (OTs) dealing with this 
phenomenon as well as the factors that contribute to decreased functional outcomes 
during inpatient rehabilitation. This fact exists despite the reality that these clients 
constitute a substantial part of current patient populations. The present review identified 
ten studies that supported the belief that impaired self-awareness is associated with 
poorer rehabilitation outcome. However, the functional outcomes quantified and the 
approaches for measuring awareness varied. Due to the mixed findings and 
methodological differences between the studies (length of stay, setting of service 
delivery, type of injury) it is difficult to definitively identify factors that lead to poorer 
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functional outcome secondary to impaired self-awareness. However, the balance of 
findings tends to support the belief that greater awareness of deficits is associated with 
better treatment outcomes. To gain greater insight into this clinical issue there is a need to 
more closely study a broad range of factors that influence awareness deficits as a means 
to promote functional gains and adjustment in the context of TBI.  
 Self-awareness is a prominent topic in disciplines other than occupational therapy, 
primarily psychology, neuropsychology, and psychotherapeutic literature. The majority 
of interventions targeting self-awareness are focused on either restorative or facilitatory 
or compensatory techniques. The most frequently recommended restorative or facilitatory 
techniques include education and direct and experiential feedback with a focus on a 
multi-contextual approach. In addition, various behavioral interventions are utilized 
including counseling to identify strengths and weaknesses, and rating the self on task 
performance. The remaining sections of this chapter will explore the previously 
mentioned interventions as well as review the literature that exists to support their use.  
Education 
 Intellectual awareness requires an individual to have an understanding of his or 
her impairments. Provision of education about the nature of his or her injury, the resulting 
impairments, and the functional implications has been identified as an essential 
component of intervention (Cheng et al., 2006; Dirette, 2012; Doig et al., 2008; 
Richardson et al., 2013).  Targeting intellectual awareness through education can occur 
through both formal and informal processes. Education can be provided in a group or 
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individual format through presentations, visual models (Sherer et al., 1998), and support 
groups (DeHope et al., 1999). It is crucial that education occur in a non-threatening 
environment where clients are able to discover not only potential difficulties, but to better 
understand the mechanisms by which these challenges occur. Discussions surrounding 
access of information regarding brain injury and subsequent impairments can foster 
discussion that does not require an individual to admit to impairments. This style of 
discussion creates a supportive and accepting environment for therapists to draw attention 
to discrepancies between self-perceptions and reality (Dirette, 2012). Education targeted 
not only at the client, but also at family and caregivers, aids in improving understanding, 
communication and collaboration, and facilitates application of learned techniques into 
the home and community environment (Doig, 2008). Feedback and education provided 
consistently from close-others in everyday contexts may have greater potential to 
influence self-awareness than that delivered by an unfamiliar clinician (Richardson, 
2013). Collaboration between the therapist, client, and network of social support can be 
utilized to foster information gathering, and maintenance of support and sustainable 
outcomes.  
Feedback Interventions 
 Another intervention commonly recommended in the literature for facilitating 
intellectual, emergent, and anticipatory awareness is feedback regarding task 
performance. Provision of feedback is most beneficial when provided in a specific, 
timely, consistent, and respectful manner across all team members (Fleming et al., 2006). 
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When the individual is involved in labelling the problem, and grants permission to be 
given feedback, a supportive therapeutic relationship can be fostered to improve self-
awareness. Schmidt, et al. (2012), proposed delivery of feedback through review of 
performance via video. Video plus verbal feedback was shown to significantly improve 
intellectual and online awareness in participants as compared to verbal and experiential 
feedback alone. Video feedback not only reduced the number of errors made in a 
functional task, it had broader effects on self-knowledge about personal abilities through 
its multi-modal approach. It is recommended that individuals define target behaviors 
before being videotaped to help identify effect of impairment on performance (Schmidt et 
al., 2012). Similarly, a study conducted by McGraw-Hunter et al. (2006), revealed that 
use of video self-modeling and feedback was an effective instructional technique to teach 
skills to individuals with traumatic brain injury who experience difficulty with attention, 
motivation, and remaining on task. Again, a multi-modal approach including video and 
verbal feedback with a graduated prompting system and praise are suggestive of effective 
techniques for skill acquisition and maintenance in the presence of impaired self-
awareness.  
 In contrast to feedback provided from secondary sources, either verbally or 
through video, there are many recommended techniques that focus on guiding a person to 
discover his or her own errors through experiencing difficulty in real-life situations. 
Experiential feedback, which can be viewed as ‘planned failure’, can be highly effective 
but must be well structured and paired with support from the therapist. This approach can 
be viewed as an opportunity to improve compliance and reduce any potential emotional 
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distress by allowing clients to gain more control in the therapeutic process. In the above 
study conducted by Schmidt et al. (2012), the experiential feedback group demonstrated 
significant improvements in online awareness over the intervention period. These results 
demonstrate that task-based metacognitive training can be an effective therapy technique. 
Similar results were suggested by Ownsworth et al. (2010) which incorporated use of the 
“pause, prompt, praise” technique and posttest reflection to gain online awareness. Both 
studies identify metacognitive skill training through experiential feedback as an 
alternative approach to continual instruction or therapist correction of errors. Use of such 
a strategy, may aid in decreasing reliance on external support and facilitating 
independence while fostering improved self-awareness and performance.  
Multi-contextual approach 
 The Multi-Context Treatment Approach to cognitive rehabilitation proposed by 
Toglia (1991), provides a functional framework for combining remedial and 
compensatory strategies to address awareness deficits and occupational performance 
deficits following traumatic brain injury. According to the model, an individual’s 
characteristics, cognitive processing strategies, environmental context, and the nature and 
complexity of the task are all considered important elements of treatment. As a relatively 
new area of rehabilitation, research that identifies recommendations for practice within 
this model often are not evaluated for effectiveness and do not produce specific 
interventions for application. However, Landa-Gonzalez (2001), evaluated the 
effectiveness of such an approach within a case study. Analysis of outcome focused on 
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three main areas that included the client’s awareness level, occupational performance, 
and satisfaction with occupational performance. The differences between initial 
evaluation, reassessment, and follow up revealed improvements in all areas. These results 
demonstrate that training and education using selected processing strategies (for example, 
self-prediction, self-questioning, and checklists) in the context of multiple tasks and 
environmental situations facilitated improved self-awareness and occupational function 
through monitoring and predicting performance. Toglia et al. (2010), conducted a single-
subject study with four adults post-TBI that tested the multi context approach in 
promoting strategy use across situations and increasing self-regulation, awareness, and 
functional performance. The results support the feasibility and efficacy of the multi 
context approach in promoting transfer of strategy use to enhance functional performance 
and selective aspects of awareness (online) despite a lack of significant data to support 
improved intellectual awareness. The presented studies aid in translating the theoretical 
framework into specific treatment procedures for training transfer of strategies across 
tasks and settings and improve self-regulation, specific awareness, and functional 
performance.  
Occupation-based Treatment 
 Katz and Hartman-Maeir (1997, 1998), have emphasized the unique contribution 
an occupation-based model to treatment provides in the management of impaired self-
awareness. Through focusing on the individual’s occupational performance in the context 
of meaningful daily tasks, effects of impairments can be more readily observed and 
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accepted. Fleming et al. (2006), examined the effectiveness of an individualized, 
occupation-based intervention program for improving self-awareness in four adults with 
acquired brain injury. All four participants demonstrated modest improvement in self-
awareness over the 10-week period. These results provide support for use of facilitatory 
self-awareness techniques within naturalistic, and meaningful therapy environments. 
Goverover et al., (2007), conducted a randomized controlled trial with 20 participants 
following traumatic brain injury over six sessions which examined the effects of an 
awareness training protocol embedded within the practice of familiar instrumental 
activities of daily living on level of self-awareness and functional outcomes. Compared to 
the control group, the intervention group significantly improved performances and self-
regulation, however no significant treatment effect was noted for task-specific self-
awareness, general self-awareness, or community re-integration. The unique focus on this 
trial was the use of meaningful tasks to provide participants with experiential feedback 
that guided individuals to discover their own errors. It is suggested that with familiar 
instrumental activities of daily living, the goal and purpose of activity is clearly 
identified, and the tasks are familiar and important to daily life functioning.  
 In addition, Dawson et al. (2009), conducted a single-case design study with 3 
adults 5–20 years post traumatic brain injury to investigate generalization of meta-
cognitive strategies to daily life. The authors propose that provision of rehabilitation in 
the person’s own physical environment and using self-identified tasks will enhance the 
benefits of meta-cognitive training and promote generalization. Findings suggest that use 
of the Cognitive Orientation to Occupational Performance (CO-OP) approach which uses 
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problem-solving strategies within daily tasks assists in self-motivating individuals, 
improves performance, and aids in maintenance of results.   
Self-prediction and rating 
 Rating task performance is a strategy to facilitate emergent awareness for specific 
problem-areas and is most beneficial when used with clients who benefit from concrete 
feedback (Cicerone, 1989; Barco, 1991; Toglia, 1998). Both clients and therapists can 
rate the extent to which a particular impairment will affect task performance and then 
compare post-task assessment rating scores for comparison. Feedback can then be 
utilized to address any potential discrepancies between the client’s self-ratings, actual 
performance, and therapist’s ratings. Restorative approaches for self-awareness literature 
have utilized self-prediction and rating as a means to collaboratively form an internal 
strengths-and-weaknesses lists for clients.  
 Four studies were found to utilize client self-rating of performance in conjunction 
with feedback to raise self-awareness in adult clients. Cheng and Man (2005) conducted a 
pre-test-post-test control group design to test an Awareness Intervention Program (AIP) 
which was completed over a four-week period. The program focused on application of 
objective knowledge about one’s own deficit to the real world and the 
neuropsychological function involved in the process of awareness, such as self-prediction 
and self-monitoring. Intervention modalities included use of concrete feedback, education 
about the disease, and self-performed prediction through the practice of daily activities. 
The study found statistically significant improvements in the level of self-awareness in 
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the experimental group, suggesting that AIP has a positive effect for the type and 
intensity of training (20–30 minutes per session, 7–8 sessions a week, 4 weeks in total). 
Lands-Gonzalez (2001), conducted a case study in a multi-contextual, community re-
entry occupational therapy program directed at awareness training and compensation 
strategies. Intervention consisted of metacognitive training such as self-prediction, self-
monitoring, role reversal, and use of checklists within functional activities across various 
contexts. Results after six months of intervention show improvements in the client’s 
awareness level, enhancement of occupational function, increased satisfaction with 
performance, and a decrease in the level of attendant care.  
 Similarly, Fleming et al. (2006) conducted a pilot study with four adult 
individuals following traumatic brain injury to evaluate the effectiveness of an 
individualized occupation-based approach for facilitating self-awareness and it’s impact 
on emotional status. The 10-week program drew upon a multi-contextual approach based 
on the Dynamic Interactional Model (Toglia, 1998) and had key elements including: 
developing a therapeutic relationship, selecting and performing meaningful occupations, 
gaining knowledge through experience, self-prediction and monitoring as well as 
feedback. Comparison of pre-and-post intervention assessments provide support for use 
of these approaches in treatment for facilitating self-awareness in clients.   
 In addition, Grover et al., (2007), utilized a randomized control trial to examine 
the effects of an awareness training protocol embedded in practice of instrumental 
activities of daily living (IADLs) in participants with brain injury. Each intervention 
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session involved several components: 1.) define their task performance goals, 2.) predict 
task performance (i.e., rating difficulty), 3.) anticipate and pre-plan for any types of errors 
or obstacles he/she expects to encounter during task performance, 4.) choose a strategy to 
circumvent such difficulties, and 5.) assess the amount of assistance he/she will need to 
successfully perform the task. Pre-and post-test measures were compared with the 
intervention group showing significantly improved performance on instrumental 
activities of daily living (IADL) and self-regulation using these intervention components.  
Strengths and Limitations of Evidence 
 Although each of the studies presented above provide preliminary evidence to 
support various approaches to intervention for facilitation of impaired self-awareness, 
ongoing research is required to help specify individual treatment techniques or specific 
protocols that can be implemented across the continuum of healthcare. The study of such 
an abstract cognitive skill results in significant difficulty producing highly regarded 
evidence research that focuses on effectiveness of specific interventions. As an area of 
evolving practice in which the evidence is somewhat pioneering in nature, the current 
evidence poses some significant limitations for application in practice. Some such 
limitations include poor generalizability, a lack of appreciation for all types of awareness 
and their role on performance and function, poor standardization of functional tasks, 
frequent use of self-report in impaired individuals, and difficulty isolating treatment 
approaches when testing methods.   
 Many factors contribute to poor generalizability in research surrounding 
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effectiveness of treatment for adults following TBI. One is the heterogeneous nature of 
the populations being studied. TBI presents with varying degrees of impairment and 
severity, unique presentation of cognitive sequelae, and differing baseline psychological 
and behavioral factors. It is very difficult to interpret results of efficacy studies as they 
pertain to individual cases due to the unique constellation of deficits that each individual 
may present. In addition, many of the studies reviewed were case studies, or small sample 
sizes, and often recruited from single-centers or programs. Many of the studies relied on 
qualitative data and did not involve a control group due to ethical considerations. 
Therefore, results cannot be representative of all individuals with traumatic brain injury 
or therapy programs established to treat this population.  
 Many of the interventions reviewed in the research focus on only one aspect of 
awareness either intellectual, online, or anticipatory. Many authors classify awareness 
using models that are often interdependent with knowledge of deficits, or intellectual 
awareness as a basis for awareness of the functional implications of deficits and the 
ability to set realistic goals and predict future performance accurately (Fleming & Strong, 
1995; Birnboim,1995; Crosson et al., 1989; Toglia & Kirk, 2000). Although studies have 
been completed that do not support the hierarchal model of awareness theories (Abreu et 
al., 2001), there are significant complexities when considering all factors that contribute 
to awareness that prevent the isolated results of the above studies from effectively being 
applied in practice individually.  
 An additional limitation in the research presented above is the poor 
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standardization of functional tasks. Awareness is noted to be task dependent. For 
example, anticipatory and emergent awareness are often more impaired in complex 
instrumental activities of daily living (IADL) than basic activities of daily living 
(BADL). The complex nature of IADL tasks is likely to influence the understanding of 
task requirements as well as the interpretation of errors in performance. In contrast, 
BADLs tend to require more physical demands which are often more evident than the 
frequently under-estimated cognitive demands and challenges in clients with neurological 
deficits. Although focusing on occupational performance in the context of daily tasks 
assist in making impairments more evident and produce more meaningful interventions, 
anticipating client’s selecting similar activities, with the same tools, and in the same 
context is nearly impossible. Due to the unique nature of patient-driven, occupation-
based intervention approaches, generalization of results to other individuals with brain 
injury and specifying precise guidelines for application is difficult.  
 Finally, many measures of awareness rely on self-report from individuals with 
impaired cognition, or their caregivers. Accuracy of self-report for both individuals and 
their caregivers is dependent upon their own recollections which could be influenced by 
their cognition, their understanding and acceptance of traumatic brain injury and its 
consequences, their perceptions of errors, and/or their emotional state. Ideally, use of 
objective observation should be combined with self-report to provide a more reliable 
picture of awareness deficits and the role of intervention in improving awareness.  
 The themes presented in this chapter summarize the evidence to support impaired 
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self-awareness as a problem in effective rehabilitation following traumatic brain injury as 
well as current methods for treatment of impaired self-awareness. The aim of the 
proposed education manual is to consolidate the evidence to provide a summary of 
practical strategies relevant to occupational therapists, other health care professionals, 
and community organizations involved in delivering rehabilitation services to individuals 
following traumatic brain injury. The fundamental principle that can be deduced from the 
presented studies is that occupational therapists are equipped with training to make a 
unique contribution in the treatment of clients with impaired self-awareness by focusing 
on occupational performance in the context of daily tasks where impairments are most 
evident. Key factors for treatment include a multi-modal and multi-contextual approach 
to help process the meaning of experiences and modify beliefs about abilities. Through 
systematic training, concrete and supportive feedback, and guided self-reflection, 
individuals can redefine their understanding of abilities and more effectively integrate 
compensatory strategies into familiar routines. If feedback is focused on personal 
strengths and suggestions for strategies on future performance, there is less likelihood of 
emotional distress and improved therapeutic alliance is facilitated. In addition, promotion 
of behavior change occurs through imitative and experiential learning. Metacognitive 
training within these familiar, meaningful, experiences enables improved independence 
for self-regulatory behavior and limits dependence on environmental aids and supports 
that can be difficult to transfer between contexts.  
 In summary, the methods proven to be most effective in developing intervention 
plans for clients with impaired self-awareness following traumatic brain injury include: a 
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multi-contextual approach, systematic and supportive feedback, provision of education to 
clients and caregivers, and use of occupation-based, meaningful tasks to allow for 
comparison of performance. Implementation of interventions is recommended to occur as 
soon as possible post-injury to allow for adaptation over time. Inpatient rehabilitation is 
an appropriate time to begin awareness training as long as the client has demonstrated 
clearance from a post-confusional state and a readiness to learn. In addition, client-
centered treatment approaches are viewed to be most effective. Interventions that focus 
on collaborative goal setting, client-selected occupations for practice, integration of social 
supports into education and training, and self-identification of errors and selection of 
compensatory strategies as they are able fosters a therapeutic relationship and promotes 
acceptance and generalization of learned techniques. Application of such strategies in 
occupational therapy intervention has the potential to increase self-awareness in clients 
early in recovery which subsequently results in better participation in the rehabilitation 
process and improved overall occupational performance.  
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Chapter 3: Description of the Program 
 As stated in previous chapters, clinicians treating neurologically, cognitively, 
physically, and psychologically complex patients during post-acute rehabilitation face 
many challenges in facilitating functional outcomes. Some of the most prevalent 
challenges in today’s health care system include rapidly decreasing length of stay for 
inpatient medical rehabilitation, (Ottenbacher et al., 2004, Hoffman et al., 2014), growing 
pressure for cost-utilization management resulting in understaffing with high demands on 
productivity, and limited reimbursement for cognitive based treatments (Insel, 2014). 
These factors require clinicians to commence therapy interventions as quickly as possible 
leading to treatment being administered in a scientifically uncontrolled manner with an 
inability to thoroughly assess the patient’s needs as well as measure treatment effect 
outside of functional goal attainment (Tate et al., 2013). Today’s clinicians require 
ongoing educational tools that utilize the existing evidence literature to develop 
treatments that are conducive to the current state of healthcare in order to develop 
treatments that are effective. Such treatments include: detailed behavioral analysis, design 
of a tailored intervention for a specific target behavior, collection of data, and frequent 
reassessment throughout treatment phases to monitor effectiveness.  
 A Clinician’s guide to Self-Awareness Training presented in this chapter will 
focus on strategies to facilitate gains in self-awareness during rehabilitation through 
attention to key factors such as constructive feedback and structured experiences that 
seek to promote a sense of understanding, control, and confidence while helping to 
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progressively restructure self-evaluative beliefs about functional capabilities (Barco et 
al., 1991; Langer & Padrone, 1992; Mateer, 1999). Education will be provided in the 
format of lecture, examination of case studies, peer-practice, role-playing, and online 
module review to highlight the most effective strategies in promoting self-awareness, 
such as consistent feedback from all team members, including the patient’s family and 
support network, that involves the patient in labelling the problem (Barco et al., 1991, 
Cicerone, 1989, DeHope et al., 1999). 
 This course will be available to any practitioner who provides rehabilitation to 
adults following acquired or traumatic brain injuries including physical therapists and 
speech and language pathologists in any setting. However, the content of the course will 
be guided by the American Occupational Therapy Association’s (AOTA) Occupational 
Practice Framework (AOTA, 2013) and geared towards the specific challenges that post-
acute rehabilitation poses. Participation in this educational program will require 
commitment to an eight-hour continuing education course that will be supplemented by 
unlimited access to online webinars which will consolidate course content into topic-
specific modules for review as clinicians implement the learned techniques into practice. 
Both the course and the webinars will include written and video examples that will foster 
observational and assessment skills in clinicians to more accurately identify deficits in 
self-awareness as well as model the strategies for proper implementation of learned 
techniques and grading of activities to promote mastery and generalization for the patient. 
The course objectives will be for the clinician to:  
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 1) Understand the mechanisms by which impaired-self-awareness impede the 
rehabilitation process.  
 2) Develop skills for effective identification and assessment of the presence and 
severity of impaired self-awareness.  
 3) Implement treatment strategies that are occupation-based, multi-contextual, and 
allow for experiential feedback that will promote improved engagement and 
collaboration between patient and therapist during the rehabilitation process.  
 4) Demonstrate the ability to systematically measure treatment effectiveness 
through routine utilization of outcomes measures.  
 The design of this continuing education course will be guided by the Adult 
Learning Theory (Knowles, 1985) in that the content was developed through feedback 
from clinicians about the challenges they face daily in treating this complex population 
via pre-participation surveys. Topics of modules will be directed by areas of interest that 
are discipline specific and immediately applicable to the area of practice the participants 
are employed in. There will be clear explanations of the reasons behind the techniques 
that are being taught as well as the research to support their implementation. Instruction 
of the assessment and treatment approaches will be task-oriented instead of lecture and 
memorization based. Learning will occur through practicing of skills in context via peer 
role play, video demonstration of application on patients, and critical reasoning through 
case-studies that represent realistic clinical scenarios and patient presentations. 
Instruction will take into account the wide range of participant backgrounds in learning 
through provision of various modalities to receive information including lecture, written 
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material, visual models, application of principles in real-life scenarios, and utilization of 
web-based modules to continue education post-completion of course. Utilization of the 
webinar format post-course in particular will allow participants to maximize on Knowles’ 
theory of self-directed instruction to allow participants to review material at their own 
pace, on their own time, and assess application of principles into practice through 
independent review of successes and failures. Application of the Adult Learning Theory 
(Knowles, 1980) to this continuing education course highlights the goal of not simply 
providing content to improve provision of services but rather inspiring clinicians to 
become engaged in the process, empathetic and patient about the root causes of behavior, 
and effective in their transfer of knowledge from practitioner to patient. Through 
modeling of this approach in design and implementation of the continuing education 
course, clinicians can apply the foundations of engagement, involvement, and focus on 
performance and strategy use during individual therapy sessions. Table 3:1 Outlines the 
modules for the 8-hour continuing education course.  
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Time Topic/Content 
8:00–8:30 Introduction: General overview of course expectations and materials, 
presenter’s lived experience with managing impaired self-awareness, 
peer-sharing of experiences and expectations of course.  
8:30–9:00 Review of literature: pathology of anasognosia, effects of impaired self-
awareness on the rehabilitation process and long-term functional 
outcomes of individuals post-TBI, current challenges that impede 
implementation of systematic treatments in health care.  
9:00–10:00 Presentation of treatment approach: review of theoretical basis, as well 
as literature to support the individual approaches: education, experiential 
feedback, multi-contextual approach, self-rating of performance. 
Introduction to the Awareness Questionnaire (AQ) as baseline and 
outcome measure. Presentation of the “Clinical Pathway” to guide 
clinicians through the sequence of interventions based on patient 
responsiveness.  
10:00–10:15 BREAK 
10:15–11:00 Presentation of case-studies: The group(s) will work together to apply 
the “Clinical Pathway” to specific cases as a means to determine if the 
treatment approach is warranted, the best techniques to utilize, and 
measures of effectiveness.  
11:00–11:30 Practice of assessment: peer administration and scoring of the AQ, 
Functional Independence Measure (FIM), the Disability Rating Scale 
(DRS), and the Confusion Assessment Protocol (CAP). 
11:30–12:15 Review of video case studies: examples will be provided of how to 
implement each specific technique presented, how to grade cueing and 
task complexity, and how to emotionally support and engage the patient 
during treatment. 
12:15–1:00 LUNCH BREAK 
1:00–2:00 Workshop: Video Case Studies and Treatment 
Planning/Implementation: Breakout groups of clinicians will read a case 
study, watch a video of task performance during (2) initial occupational 
therapy sessions, and utilize the decision–tree to plan one week of (60) 
minute treatment sessions using learned techniques to promote 
development of awareness as foundation for engagement in skilled 
therapy program.  
2:00–2:45 Group Sharing and Brainstorming: Each group will present their case 
and treatment plans and collaboratively work with clinicians, gaining 
feedback on approaches, possible modifications, and recommendations 
to improve multi-disciplinary buy-in. 
2:45–3:00 BREAK 
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Time Topic/Content 
3:00–3:45 Role Play: Clinicians will be provided an opportunity to practice in real 
time, implementation of treatment strategies with instructor as “patient 
with poor engagement and awareness of deficits”. Time freezes will be 
used to collaboratively problem solve with clinicians most supportive 
and effective techniques to be utilized.  
3:45–4:00 Questions and Wrap Up.  
 
Table 3:1. Outline of the 8-hour course module. 
 
 
Description of Each Module 
 
 Introduction: This 8-hour course will begin with a brief introduction that lays the 
foundation for an interactive and collaborative learning experience for all participants. 
The presenter will share a brief professional history that highlights the importance of 
addressing the issue of impaired self-awareness and its effects on the rehabilitation 
process. The course participants will be utilized as a miniature sample size of the 
inpatient neurological population through visual (raising hands) and written means (a 
chart on the front board) to identify the percentage of clinicians who experience: 1. 
refusal behaviors, 2. decreased motivation, 3. poor persistence to task when challenges 
arise, 4. poor carry over of compensatory strategies, and 5. longer length of stay than 
anticipated due to “cognition” or “behaviors” following acquired or traumatic brain 
injury. This short activity will allow clinicians to take a phenomenon that seems “normal” 
in practice, and understand it’s vast impact on patients, families and caregivers, and the 
financial status of the hospital but also the healthcare system as a whole. Additionally, 
this section will briefly outline the tools this continuing education course will provide 
clinicians with to manage this phenomenon to provide more effective and efficient 
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treatment during inpatient rehabilitation.  
 Review of the literature: This portion of the course will be didactic in nature. 
Information regarding the pathology of impaired self-awareness, as well as the effects 
this syndrome has on functional outcomes and engagement in the rehabilitation process 
will be presented through power point slides that will also be provided as handouts to 
participants for note taking. The interactive focus of the course will be interwoven into 
this section through participants providing examples of changes in the healthcare system 
and the climate in which care is provided that contribute to challenges in effectively 
treating this population. Examples provided are likely to include shorter length of stays, 
increased focus on productivity, and understaffing for cost utilization management. A 
review of the evidence literature to support the fact that individuals with impaired self-
awareness show poorer functional outcomes not only during inpatient rehabilitation but 
also long term will be summarized in a table format. The table will consist of the major 
issues presented such as poor motivation, unrealistic goal setting, or poor functional 
outcomes, the authors who have published articles to support the point, as well as the 
primary findings of each article to serve as a reference for participants.  
 Presentation of treatment approaches: The Ecology of Human Performance 
(Dunn et al., 1994), will be initially presented through a slide presentation with a focus on 
the main point that context, including physical, social, cultural, and temporal 
environments influences behavior and performance. Participants will understand how 
context can influence assessment and treatment planning when understanding how one 
selects contextually appropriate behavior. The conceptualization of the Ecology of 
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Human Performance must be viewed in a non-linear, dynamic manner. There is an 
emphasis on variability and that systems are multiply determined, complex, and self-
organizing (Thelen, 1992). Although individuals may have typical behaviors or patterns, 
minor changes in the person or context can alter these predispositions. Self-organization 
of a person depends on adapting to these changes. For example, following a traumatic 
brain injury (TBI), often people are unable to successfully self-organize and require 
intervention from an occupational therapist that encompasses the complex relationship of 
the person and his or her context.  The Ecology of Human Performance deciphers the 
variance in disruption of daily life that persons experience with disability, illness, or 
stress from a contextual perspective (Dunn et al., 1994). When an individual has a limited 
set of skills or abilities, they may derive less meaning from the context, or may not have 
the personal resources to support performance. The context may not provide them with 
salient cues, or the person may be unable to use the available resources to aid in 
successful performance.  
 Participants will be asked to break into small groups (3-4 participants in each) and 
use a written case study example to apply one of the five strategies presented from the 
Ecology of Human Performance frame of reference. There will be guiding questions such 
as: How might you consider not only the person’s skills to be developed, but also the 
skills the person already has and ways to change tasks and context to facilitate successful 
performance? Each group with brainstorm answers using the case study example so that 
when the group resumes to share answers, participants are provided with approaches for 
the:  
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 1. establish/restore strategy: addresses the person’s ability to perform in context 
through design of strategies to take advantage of strengths while working on 
performance skills that are weak and preventing the person from achieving 
desired outcomes.  
 2. modify/adapt strategy: addresses contextual features and task demands through 
acknowledging a participant’s strengths and what their needs are and build around 
them so that weak areas do not interfere with performance rather than attempt to 
“fix” the problem.  
 3. alter strategy: addresses the need to find an optimal context for the person 
without changing the person’s skills or the demands/characteristics of the context 
through acknowledgement of both skills and needs. 
 4. prevent strategy: addresses our ability to anticipate a problem in the future. The 
focus is on encouraging a person to not wait until failure occurs before developing 
preventative strategies to address areas of challenge in various contexts.  
 5. create strategy:  utilizes the knowledge and expertise of a professional to 
produce circumstances that promote more typical or complex performance in 
context to situations that a person experiences.  
 Presentation of the various treatment approaches will be demonstrated both 
through lecture and power point as well as video modeling. Video modeling will 
demonstrate to participants how principles of awareness training can be effectively 
applied within real treatment sessions. Occupational Therapy sessions will be video-taped 
for participants to review and paused throughout the lecture for group processing and 
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problem solving. Each of the sub-sections: education, experiential feedback, multi-
contextual approach, occupation-based treatment, and self-rating of performance will 
include outlines of what research shows to be the most effective approaches to each 
section, examples of activities that can address the treatment area, as well as a visual 
table to demonstrate the literature that supports its use in a population of persons with 
TBI.  
 In this module, the Awareness Questionnaire (AQ), the assessment tool utilized 
for measuring self-awareness deficits as well as outcomes to treatment will be introduced. 
Information presented will include its psychometric properties, literature to support its 
use with this population, and a simulated scoring and interpretation manual. A “Clinical 
Pathway” will also be presented that will guide clinicians in reasoning through when 
assessment and treatment of self-awareness impairments are appropriate, as well as when 
to initiate each treatment approach based on the patient’s response to intervention. In the 
afternoon breakout session, participants will have an opportunity to practice 
administering and scoring the AQ as well as discussing its application to the clinical 
decision-making pathway. 
 Presentation of case-studies: Following a brief break in the course, participants 
will resume in groups of 2–3 with different clinicians than in the previous break out 
session to allow for sharing of alternative ideas and approaches with colleagues. Various 
written case studies will be provided (see Appendix D for example) to each group in 
which they will be asked to utilize the “Clinical Pathway” provided to outline the best 
sequence of treatment approaches for that patient based on the guidance from the 
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decision-making tree. The groups will then come together to share their case study and 
the projected treatment approaches. They will receive feedback from the other 
participants if alternative strategies would be appropriate. Following the completion of 
this activity, a video case study will be provided which will include the patient giving a 
brief occupational profile to the therapist as well as proving personal insights into his 
impairments post injury. The patient in the video will then engage in a structured 
occupational therapy session. The case study will be stopped multiple times to allow 
participants to identify the approaches being used by the therapist, evaluate the patient’s 
response, and utilize the “Clinical Pathway” to predict what the subsequent 
interventions/activities will be. Although this section with primarily model and 
demonstrate appropriate use of each treatment strategy, the order and pace of when 
information is introduced will allow clinicians to begin to critically evaluate patient 
responses, anticipate challenges, and adjust treatment interventions to best meet 
individual needs while promoting engagement in sessions through supportive feedback.   
 Practice of assessment: The effectiveness of the awareness training protocol will 
be measured by standardized outcomes including the AQ, the Confusion Assessment 
Protocol (CAP), the Functional Independence Measure (FIM), and the Disability Rating 
Scale (DRS). The components of the AQ will have been provided in an earlier module 
and now participants will work in dyads to practice administration to one another. The 
completion of the full assessment should take 8–10 minutes. Since both the FIM and the 
DRS are tools based on observation, case studies will be presented to allow course 
participants to score performance based on the two measures. The second participant in 
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the group will then administer the CAP and practice scoring based on responses and 
together the participants will interpret results. A written case study that will provide the 
level of assistance provided by staff for various functional activities will be given to 
participants to score based on the FIM standards. The DRS highlights less of the physical 
aspects than the FIM and examines how cognition impacts performance of functional 
tasks as well. Therefore, a video case study will be provided for observation of 
performance in an ADL routine (self-feeding, dressing, and toileting) for course 
participants to trial scoring.  
 Review of video case studies: Following completion of assessments, participants 
will resume as a larger group to utilize various video case studies that will model 
effective implementation of the learned techniques up to this point including: assessment, 
provision of education regarding injury, subsequent impairments, and effects of 
impairments on performance, use of an occupation-based and multi-contextual approach, 
use of a predication paradigm, and facilitation of experiential feedback, both with and 
without video during task performance. The therapist in the case studies will also 
highlight the importance of observation of patient performance and response to treatment.  
Strategies for initiating grading of activities in real time, modifying cues provided, and 
adjusting task complexity and context will be observed. The class discussion that will 
follow presentation of the case studies will focus on strategies the therapist used to 
provide of emotional support and encouragement throughout the treatment. Additionally, 
the case studies will be paused throughout to review via a slide presentation and class 
discussion the importance of each of these points and allow for participants to ask 
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questions in how to apply these techniques into their own clinical practice.  
 Workshop and Group Brainstorming: The remainder of the course will be 
participant driven and focused on the application of the learned techniques from earlier 
modules. Small groups of 3–4 participants will be provided with a detailed written case 
study including the occupational profile, results of initial evaluation of function, and 
standardized measures including the FIM, DRS, CAP, and AQ. Throughout the activity, 
clinicians will be asked to utilize the “Clinical Pathway” to guide assessment and 
implementation of learned treatment techniques. In addition, video case studies will be 
provided to model how the patient responded to the first two “traditional” occupational 
therapy sessions. These video case studies will facilitate a better understanding of the 
barriers to treatment and assess the individuals’ readiness to learn. The task provided to 
the groups will be to plan one week (5–6 sessions) of 60-minute treatment sessions using 
the learned techniques to promote development of awareness as a foundation for 
engagement in a skilled therapy program. The participants will be asked to provided 
grading options for each activity as well as techniques that will be utilized to foster a 
supportive and therapeutic relationship between therapist and client while discovery of 
deficits is being processed. Following completion of the activity, the group will 
commence and come together to share treatment plans and work collaboratively to 
provide and receive feedback on the approaches selected, possible modifications, and 
recommendations to improve inter-disciplinary buy-in during the rehabilitation process.  
 Role Play: Towards the completion of the course, participants have now had 
multiple opportunities to apply learned techniques individually, within case studies with 
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the ability to stop, problem solve, and collaborate will peers, as well as observe modeling 
of the learned techniques via video. Now, the participants will have the opportunity to 
practice skills live with a focus on adjusting treatment approaches based on client 
response, as well as promoting a supportive and collaborative therapeutic environment. In 
this section, the instructor will serve as a patient who is consulted for an occupational 
therapy session and is clearly disengaged and has poor awareness of his/her deficits. The 
therapist will demonstrate common patient behaviors and the participants will have the 
option to “freeze” the activity to seek feedback from peers as to how to best respond to 
the behaviors being presented. Collaboration in this section of the education module will 
promote confidence in the therapists’ ability to implement the learned techniques into 
practice, as well as how to effectively reason through challenges to application in real 
time.  
 Barriers and Challenges for Implementation: The primary barrier to the 
successful implementation of this program will be the process required to obtain the 
qualification necessary from the American Occupational Therapy Association (AOTA) to 
be an Approved Provider Program. This is a crucial aspect of the course success as it will 
serve as a motivating factor for clinicians to participate as a means to not only further 
clinical skills and knowledge but also to provide credits towards licensure renewal. All 
continuing education courses seeking approval for CEU credits are subject to a 
meticulous qualification process that is focused on the quality of the course content being 
presented. There is an application process that requires review from a board for approval 
to obtain clearance to run a course and provide participants with continuing education 
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credits. A fee of $325.00 is required upon submission of the APP Single Course Approval 
application (AOTA, 2016).  
 An additional barrier besides the thorough completion of the application and fee 
to AOTA would be identifying a post-acute hospital that is willing to host an 8-hour 
continuing education course. To promote attendance and approval of employers, the 
course will be most effective when ran on a weekend. This will also allow for increased 
availability of conference rooms within the hospital. However, it will also require 
approval of staffing for a maintenance team to setup and break down the tables, chairs, 
and audio-visual equipment required for the course. Finally, participants in the continuing 
education course will require on-site parking privileges as well which will also require 
approval of the administrator.  
 The content of the modules of this continuing education course, A Clinician’s 
Guide to Self-Awareness Training outlined in this chapter will prepare clinicians facilitate 
a more therapeutic, productive, and functional treatment session while guiding patients to 
restructure their own self-evaluative beliefs. Through use of multi-modal presentation 
approaches, opportunities for repetition, application, and self-guided learning, and 
collaboration with professional peers, participants will create a toolbox of skills that can 
be applied to clinical practice including: assessment of impaired self-awareness, 
provision of education regarding injury, subsequent impairments, and effects of 
impairments on performance, use of an occupation-based and multi-contextual approach, 
application of a predication paradigm for performance review, and facilitation of 
experiential feedback, both with and without video during task performance. Upon 
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completion of the course therapists will understand the importance of observation of 
patient performance and response to treatment. Additionally, observational skills will 
guide selection of strategies for grading activities in real time, modifying cues provided, 
and adjusting task complexity and context to best suit the patient. The content provided in 
this course will aid therapists in treating a complicated population in the most effective, 
efficient, and functional way to promote improved engagement in treatment sessions, and 
facilitate better functional outcomes in a shorter length of stay in post-acute 
rehabilitation.   
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Chapter 4: Program Evaluation 
Vision 
The designated program for evaluation in this chapter is the continuing education 
course A Clinician’s Guide to Self-Awareness Training presented in the previous chapter. 
This course is a training module for occupational therapists working in post-acute 
rehabilitation with adults who have suffered a traumatic brain injury (TBI) with 
subsequent impairments in self-awareness. As stated earlier, impaired self-awareness 
poses many barriers to participation and facilitation of function in rehabilitation, 
especially within a rapidly decreasing length of stay. The literature has shown that clients 
with better self-awareness of their impairments have enhanced participation and 
performance in rehabilitation (Fleming et al., 1998; Lam et al., 1988) and have also been 
found to enjoy more successful community and vocational reintegration (Exarchi et al., 
1991; Sherer et al., 1998). However, there is little evidence to identify the best methods 
for promoting improved self-awareness early in recovery. Developing a program in 
which these methods can be quantitatively measured for efficacy is crucial in providing 
clinicians with evidence-based treatment approaches. Through collaborative, supportive, 
and consistent treatment methods that provide concrete feedback regarding performance 
and facilitate intellectual and anticipatory awareness, clinicians will be able to better 
engage patients in the rehabilitation process with improved implementation of strategies 
to aid in overall functional outcome.  
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Evaluability Assessment Plan 
The overarching goal of the previously presented education modules are to 
improve patient participation and functional outcome during inpatient rehabilitation with 
adults experiencing impaired self-awareness following TBI. Development of such a 
program will require formative evaluation in which feedback from clinician’s will help to 
identify if utilization of the learning modules and techniques is feasible. This will be 
achieved by completion of a needs assessment as well as surveys of opinions of clinicians 
on the TBI program at Spaulding Rehabilitation Hospital to help develop content and 
method of delivery for education. Furthermore, incorporation of feedback into the 
method of delivery, form of measurement, and strategy for program outline of learning 
modules will improve compliance and participation as well as motivation to integrate 
learned techniques into practice. In addition, summative evaluation will be utilized 
through use of valid, standardized assessment tools such as the Awareness Questionnaire 
(Sherer et al., 1998), Functional Independence Measure (FIM), and Disability Rating 
Scale (DRS) to determine if selected treatment approaches are having an effect on 
awareness of functioning between patients and caregivers and/or providers, as well as 
overall functioning through pre- and post-test measures. A thorough literature review was 
conducted for each specific treatment method to identify the most feasible interventions 
for application to practice. Additionally, the course developer worked collaboratively 
with colleagues to identify the most commonly used approaches to help improve 
implementation of learned material into practice.  
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Core Purpose of Program 
 The core purpose of this program evaluation will be twofold due to both the 
education and implementation aspects. The education program for clinicians will 
primarily be descriptive as the format, participants, methods of delivery, and strategies 
for implementation of training will be based upon reflections from staff participating in 
the program. Education modules would include a decision-making tree to guide clinicians 
in proper identification for sources of impaired self-awareness and measurement, 
production of a training manual (including case studies) that demonstrate proper 
application of treatment approaches, as well as training sessions for application which 
include role play for demonstration of competency. Facilitation of co-treatments between 
therapists for application of assessment tools, treatment planning, and method 
implementation will be required to ensure carry over. Following completion of training, a 
survey will be completed by the clinicians using the program to evaluate efficacy of 
training, and feasibility of techniques for use in practice. Secondly, a prediction model 
was chosen over a causation model for the assessment and treatment implementation 
process as there are too many confounding variables to state directly that improved self-
awareness increases functional outcome. However, with improvements in AQ scores 
following application of structured interventions that target self-awareness, it can be said 
that these interventions contribute to improved performance, participation, and outcome. 
Therefore, patients with better self-awareness of deficits are more likely to demonstrate 
improved participation and functional outcome in the rehab process. Utilization of the 
Awareness Questionnaire (AQ) for pre-and-post-intervention measure will identify the 
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effectiveness for use of a prediction paradigm during activity presentation, video 
feedback of performance to supplement verbal feedback on performance as it relates to 
prediction, as well as role playing to facilitate anticipatory awareness as appropriate.  It is 
hypothesized that with consistent application of these approaches, discrepancy scores on 
the AQ will decrease with subsequence improved online and anticipatory awareness of 
the patient when goal setting, selecting activities, and implementing strategies within 
functional tasks. In addition, it is suspected that patients will demonstrate improved 
engagement in therapy sessions, as they will better appreciate the value in treatment, and 
have fewer signs of emotional distress when confronted with alterations in function and 
performance as a result of supportive and collaborative assessment and feedback from the 
clinician. Secondary outcomes measures, such as the FIM and DRS, will also 
demonstrate functional improvement which is anticipated to be relational to improved 
anticipatory awareness and better integration of learned strategies which translate to the 
need for less assistance and supervision for basic self-care and instrumental activities of 
daily living.    
Scope of the Evaluation 
 The evaluation of this program will occur over a twelve-week period. The initial 
needs assessment will be conducted for therapists in the first week. Revision to any 
program or education structure or content based on feedback will be completed in week 
two. Weeks two through four will consist of completion of therapist training modules and 
any co-treatments needed for support during initial application of techniques. In week 
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five all of the pre-testing will be completed (initial AQ score, FIM, and DRS) and 
treatment will commence from week six to nine. Week ten will involve completion of all 
post-testing measure (AQ, FIM, and DRS). Weeks eleven and twelve will involve 
analyzing data from trial period, and distributing survey to occupational therapists who 
completed the training and application for feasibility and efficacy ratings. Four 
occupational therapists on the TBI unit at Spaulding Rehabilitation Hospital in 
Charlestown, MA will be recruited to participate. Each clinician will complete the trial on 
one TBI patient presenting with impaired self-awareness, with a total of four participants 
during the trial. The inclusion criteria for patient participation are that the patient must: 1) 
be 18 years or older, 2) have acquired their TBI within the previous three months, 3) 
present with impaired self-awareness with a neurological basis, 4) and are receiving 
inpatient rehabilitation with a length of stay of at least four weeks.   Exclusion criteria for 
participation include: 1) diagnosis of acquired brain injury (ABI) or cerebrovascular 
accident (CVA), 2) if self-awareness deficits are deemed to be of psychological etiology 
(i.e., depression, denial), and 3) if length of stay is set for less than four weeks for 
inpatient rehabilitation.       
Evaluation Questions 
Pertinent evaluation questions for the occupational therapists delivering treatment 
would include:  do the education materials meet my needs for effectively implementing 
the assessment and treatment methods in my practice? For therapy management on the 
brain injury program, the overarching evaluation question is: do patients using the 
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specified treatment methods show better functional outcome (as measured by the FIM, 
and DRS) and participation (as measured by adherence to Medicare IRF-PAI minutes 
report) than those who do not?  Finally, for third party reimbursement parties, the 
evaluation question is: do the long-term benefits (i.e., less supervision and/or assistance 
in the community) outweigh the cost of intensive inpatient rehabilitation (four weeks or 
more) focused on cognitive-rehabilitation?  
Research Design 
 The evaluation methods for this doctoral project will be mixed as there are two 
major components: education for clinicians, and treatment approaches for patients. 
Development and implementation of the education module will be largely qualitative 
with survey results from clinicians helping to guide structure and content of material. 
Additionally, within the treatment program, participation rate of patients will be explored 
through tracking refusal behaviors and tolerance of session. Both methods for evaluation 
will be largely exploratory and descriptive while the program is being formulated. In 
terms of the treatment procedures, the methods will be quantitative in that there is a 
clearly defined independent variable: treatment approaches to improve awareness 
(prediction paradigm, video feedback, self-reflection, and role play), as well as a 
dependent variable: self-awareness as measured by the discrepancy score on the AQ.  
Secondary measures of function will also serve as variables including the FIM and DRS 
scores on admission and discharge from inpatient rehabilitation.   
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The lack of empirical data for effective interventions in treating impaired self-
awareness during occupational therapy treatment is related to the difficulty in making 
causation predictions within a heterogeneous population.  In working with individuals 
with impaired self-awareness following TBI, there is a wide variety of patient factors 
(age, educational background, culture, personal history), structural factors (severity and 
location of injury), as well as treatment styles and preferences which effect therapeutic 
rapport between providing clinicians and their patients. With use of a repeated measures 
design, subjects to serve as their own controls which would eliminate between-subject 
variability in the baseline (pre-test discrepancy scores on the AQ, as well as cognitive 
scores on FIM, and total DRS scores) as well as follow up posttest conditions on the 
same measures. In addition, I would not be required to withhold intervention from a 
“control” group such as those in randomized control trials (RCTs), or delay intervention 
(as a short length of stay restricts the ability to do so and timing is so crucial in TBI 
recovery) which eliminates ethical challenges for clinicians. Finally, because the sample 
size will be small (there are 30 patients on the TBI unit, five OTs, with an estimated two 
to six patients appropriate per four-week time period) the repeated measures design over 
independent samples has greater statistical power (Portney et al., 2000).   
Information/Data Gathering 
 Prior to development of the training modules, this author will intend to utilize 
a focus group of six advanced occupational therapists on the TBI unit to identify the 
challenges currently faced in treating this population. Discussion topics would help to 
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understand the shortcomings in current practice and systems that underlie the problem of 
lower functional outcomes during acute rehabilitation in those with neurologically-based 
impaired self-awareness.  
Use of a focus group was selected versus a semi-structured interview or survey to 
gather such information due to the time constraints of clinicians and the program 
evaluators in this setting. The rate of return for information is likely to be fair at best if 
clinicians are left to their own devices to find time to complete more paperwork, or if the 
program evaluator has to conduct six separate interviews. By selecting a time that is 
convenient for clinicians and identifying those who are invested and interested in the 
topic of improved patient care and professional development, there will be more efficient 
identification of concerns, beliefs, attitudes, and experiences of providers. Facilitation of 
these conversation topics is expected to prompt discussion between providers that may 
not be elicited independently. With this information, the training modules can be 
advertised as "addressing clinician identified needs" to increase interest and engagement 
in the education and training process. Some examples of the guiding questions presented 
would be:  1) what are the biggest challenges you face in engaging patients with impaired 
self- awareness in the therapy process? 2) What are the barriers that the hospital and 
reimbursement system or productivity requirements place on your care for patients with 
impaired executive functioning?  And finally, 3) what resources are needed to help 
improve the provision of quality care to patients with impaired self-awareness? Clinicians 
would be provided with questions via email one week prior to meeting to aid 
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brainstorming for conversation. The entire group will be audio/video taped for review so 
that the program evaluator is able to be engaged in the conversations versus taking notes. 
In addition to exploring the feasibility for application of assessment and treatment 
techniques into practice when developing education content, my program assessment will 
also explore the efficacy of an education model for clinicians which I will review through 
use of trained observers. The effectiveness of the training modules will seek to identify if 
clinicians have a thorough understanding of the theory, assessment, and treatment 
techniques in order to seamlessly integrate them into daily practice. In addition, trained 
observers will be assessing if clinicians are measuring outcomes appropriately and in a 
timely manner as well as if competency in scoring is consistent between raters. 
Employees of the traumatic brain injury unit will be utilized as trained observers as they 
are the leaders in practice. Clinicians participating in trained observation will be provided 
with extensive preparation and practice of techniques taught. In addition, observers will 
be provided with a concrete check list of skills the clinicians should meet within sessions 
including: clear explanation of expectations for performance and activities to be 
completed, feedback that is provided in a supportive and constructive manner and 
consistency in use of approach across tasks and settings. The use of two observers per 
clinician during rating of application of education will help to ensure that all treating 
clinicians are scored consistently and fairly based on the check list of expectations. As 
stated earlier, technology in the form of excel spreadsheets in a shared folder will be used 
for data collection. The degree to which clinicians are meeting the requirements for 
incorporation of specific characteristics of treatment into sessions will help determine if 
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the structure, content, or method for education provision must be re-examined and 
modified through program evaluation.  
Data Analysis and Reporting 
 Collection of qualitative data through surveys with therapists, completion of focus 
groups, and the results of trained observers will be most valuable once the data has been 
organized into categories, coded based on themes, and compared and contrasted to 
identify patterns as a means to guide future exploration of factors in the outcome of 
interest. Through use of an explanatory method of analysis, casual claims can be made 
from the data to answer some of the evaluation questions posed above. Qualitative 
comparative analysis will be used to examine combination of factors that are associated 
with a particular outcome using a minimization algorithm through use of the software 
NiVivo. Through Boolean logic, specific combination of variables will be identified as 
either sufficient for occurrence of the outcome or not. Quantitative data that is collected 
through use of ordinal data gathered from Awareness Questionnaire (AQ), Functional 
Independence Measure (FIM), and Disability Rating Score (DRS) will be analyzed 
through non-parametric statistics.  
 This author intends to disseminate reports through a brief executive summary. 
Through highlighting the most relevant findings first in the report, and then identifying 
various headers that will address the specific concerns of various stakeholders, decision 
makers and users will be able to identify the benefits, outcomes, and recommendations 
for application into practice.  
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Data Management Plan 
Finally, there will be a simple, easily accessible data management plan that will 
be integrated into pre-existing systems for practicing clinicians. There will be a central 
server with an encrypted Microsoft Excel folder in which AQ, FIM, and DRS scores can 
be logged for both admission and discharge. Data coding will occur for the evaluating 
clinician to log results from clinician surveys for efficacy of training and treatment 
implementation. For example, each therapist will have a letter and each patient will have 
a number (i.e., A1, A2, B3, B4, etc). Each therapist will have their own locked (password 
encrypted) folder for which the evaluator has access to consolidate all documents for data 
compilation. Microsoft Excel was chosen due to ease and familiarity to therapists as well 
as the ability to chart outcomes for visual comparison. Microsoft Access will be utilized 
to transfer results for interpretation and analysis. All therapists utilize notebook laptops 
for documentation currently, therefore the computers will be used for scoring measures 
provided electronic copies for all assessment tools and treatment guidelines for ease of 
access. Data entry of results should occur within the first three days of admission and 
within forty-eight hours prior to discharge by the patient’s primary occupational therapist. 
Implementation of this trial program will occur with four occupational therapists and four 
patients over a four-week treatment period embedded within a twelve-week education 
and review program.  
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Chapter 5: Funding Plan 
Program Description 
 A Clinician’s Guide to Self-Awareness Training is a continuing education course 
for occupational therapy practitioners working in post-acute rehabilitation settings. The 
purpose of the course is to provide clinicians with an understanding of the 
neuropathology behind anasognosia, the effects that impaired self-awareness have on the 
rehabilitation process and therapeutic relationship between therapists and patient, as well 
as treatment strategies to improve engagement and functional outcomes during 
rehabilitation. This eight-hour course will provide clinicians with a “tool kit” including 
effective assessments for measuring self-awareness, readiness for learning, and functional 
abilities (both cognitive and physical), as well as a clinical decision-making tree to guide 
reasoning through planning and implementing treatments geared towards awareness re-
training. Treatment approaches will include provision of both formal and informal 
education to patients and caregivers, use of experiential feedback, implementation of 
prediction paradigms, and a focus on multi-contextual, occupation-based treatments. 
Therapists will learn how to encourage, support, and highlight abilities while facilitating 
individuals’ ability to reassess self-evaluative beliefs and adjust to new disability as a 
means to foster a positive therapeutic environment.  
 In order to effectively develop and implement this program to practitioners in 
post-acute rehabilitation settings, the costs associated with developing materials, 
advertising, and resources need to be carefully considered. Additionally, funding sources 
that will help to aid in off-setting the associated costs will need to be explored. This 
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chapter will outline the anticipated costs and potential funding sources for developing of 
this continuing education course within a two-year outlook period.  
 Expenses 
 Initially, the expenses incurred for this course will be during the development of 
the program. The therapist creating the program content will utilize earned time off from 
current employer (approximately two weeks) to develop the outline and material required 
for implementation. Therefore, no salary cost will be brought upon funders for program 
planning and development as the time will be donated.  
  Additionally, there will be various supply costs related to program development 
including purchase of Microsoft Office for the development of written documents, 
powerpoint slides, and Outlook. The cost is $69.99/year; however, this cost will be 
waived as the program developer already owns the rights to the software on her personal 
computer. Although the printed materials including the needs assessment surveys, 
evaluation surveys, brochures, and powerpoint slides can be completed by the program 
developer using previously owned software, there will be a printing cost associated with 
dissemination. Staples Office Supply will charge $588.00 to print 600 double-sided 
brochures. Circulation of the brochures will be through mass mail to rehabilitation 
hospitals across Massachusetts. Once stamped, each envelope will hold 30 brochures 
costing a total of $58.96. Additionally, Staples charges $0.11/sheet for standard black and 
white printing which will be used for the initial needs assessment that will guide program 
development as well as the evaluation questionnaires. A total of 50 surveys will be 
printed and 100 evaluations leading to a total printing cost of $16.50. As a means to 
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retrieve the completed surveys, evaluations, and registration forms, a private PO Box will 
be purchased for a total of $80/year. The manuals that will be provided to participants 
during the continuing education course and will include all of the power-point slides as 
well as the additional resources printed in the Appendix of this paper will also be 
completed at Staples. A 100-page document that is double-sided, printed in black and 
white, and bound will cost $12.69/person. Each class is projected to have approximately 
15 participants and the course will run four times per year across the state, incurring a 
total printing cost of $781.40.  
 Additional costs for course material will be in developing the content for the 
website This content will include videos for reference of learned material as clinicians 
apply the techniques into practice. A subscription to WordPress will be required to 
develop the website which will cost $99.00/year. Luckily, nearly all of the standardized 
measures are available free of charge on the Traumatic Brain Injury Model Systems 
(TBIMS.org) website with the exception of the Functional Independence Measure (FIM). 
Purchase of this assessment will not be required for the purposes of the course as all 
participating hospitals already utilize this outcome measure and have purchased within 
their organization. Only the scoring rubric and testing categories will be utilized during 
the course which are also available on the TBIMS website. Although advertising will 
occur through dissemination of the program brochures as stated early, the program 
developer will also bring the content of the course to professional conferences held 
within Massachusetts, either through poster demonstrations or presentation, to bring 
awareness to the benefits of participation. There are three conferences that will be 
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planned to attend. As a member, the annual American Occupational Therapy Association 
(AOTA) conference will cost approximately $415.00 with early registration. The 
Massachusetts Occupational Therapy Association (MAOT) conference will cost 
approximately $85.00 to attend. The Brain Injury Associate of Massachusetts (BIA-MA) 
annual conference will cost approximately $200.00 to attend. In order to advertise the 
course with AOTA approved continuing education units (CEUs) submission to AOTA 
for the Approved Provider Program (APP) Single Course Approval will need to be 
completed. This process is explained in Chapter 4, and will cost $325.00. Once the course 
has been approved for credits, it can be advertised on the AOTA website as well as 
Education Resources Inc website free of charge. Implementation of the course will incur 
a salary cost of the presenter. Based on a general search for average salaries in MA for 
occupational therapist/educators, $30/hour was selected as the rate that will be provided. 
A $40.00 travel stipend will also be provided as the presenter will travel to all areas of the 
state. Over the course of a year, it will cost $1,120.00 to compensate the presenter. No 
additional costs will be required for renting conference rooms as the eight large 
rehabilitation hospitals across the state will be asked to host the weekend course in a 
conference room with available AV and projection equipment. The incentive for donating 
a space for the course to run free-of-charge will be that employees of the rehabilitation 
hospital will each receive $50.00 off of the original $150.00 registration cost. Table 5:1 
outlines the cost breakdown of program development, implementation, ad general 
dissemination over a two-year period.  
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Items First Year Cost Second Year Cost 
Salary of program developer Donated Donated 
Salary of presenter $30/hour + $40 for travel 
over 4 courses in MA @ 
$1,120 
$30/hour + $40 for travel over 
4 courses in MA @ $1,120 
Microsoft word Free (developer already 
owns) 
Free (program developer 
already owns) 
Printing brochures 600 brochures @ $588 from 
Staples 
600 brochures @ $588 from 
Staples 
Stamps/envelopes $0.47/stamp, $6.65 large 
envelope (fits 30 brochures) 
Sending to 8 rehab hospitals 
in MA: $56.96 
$56.96 (price from Staples and 
USPS) 
Printing manuals 100 (double sided) page 
bound manual $12.69/person, 
$190.35 per class, 4 classes 
per year @ $781.40 
$781.40 (4 classes per year 
with 15 attendees in each). 
Printing surveys for “needs 
assessments” for development 
$0.11/sheet, $5.50 N/A 
Printing evaluation forms $0.11/sheet, $11.00 for 100 
@ Staples 
$0.11/sheet, $11.00 for 100 
@Staples 
Purchase of PO Box $80/year in North Andover, 
MA 
$80/year in North Andover, 
MA 
(3) conference fees $700.00 $700.00 
Application fee for APP Single 
Course Approval through 
AOTA 
$325 N/A 
Board room space for course Free with discounted rate for 
hospital employee 
participation in course 
Free with discounted rate for 
hospital employee participation 
in course 
Cost of Assessment Tools: 
AQ, CAP, FIM, DRS 
Free on:  
http://tbims.org/combi/aq/AQ
pat.pdf 
Free on: 
Free on:  
http://tbims.org/combi/aq/AQp
at.pdf 
Resources for developing a 
webinar/websites 
Free eBook from:  N/A 
Projector/Connector for 
presentation 
Projector: free with Board 
Room 
Mac Projector Connector: 
$10.99 
No cost, utilized from previous 
year 
Word Press Subscription $8.25/month, $99/year $8.25/month, $99/year 
Total Costs $3,777.85 $3,766.86 
 
Table 5:1. Cost Assessment  
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Funding Plan 
 The costs outlined in Table 5.1 will be partially off-set by the fee for involvement 
in the course. The brochure will advertise participation in the course with a certificate of 
completion, application of CEUs to AOTA, ownership of the course manual, and access 
to the resource website for 24 months for a cost of $150.00. There will be an incentive for 
hospitals to provide board room space for use over a weekend to have their staff 
participate at a reduced rate of $100.00.  It is projected that each course will 
accommodate up to 15 participants. It will be assumed that all 15 will be staff members 
of the host-hospital and participating at a rate of $100.00 to ensure additional funding 
received is adequate to cover planning, implementation, and dissemination costs. The 
total income for a 15-person course will be $1,500.00 which over a two-year span, 
assuming 4 courses run per year, would allow for adequate funding for the program to 
run for subsequent years with approximately $2,223.00 as revenue for the course 
developer. However, development within the first two years will not have an off-setting 
cost from registration and will require supplemental support.  
 The program developer will seek support from private grants to cover the 
additional costs outlined previously. The Dudley Allen Sargent Research Fund for 
Doctoral Students is provided through Boston University’s School of Health and 
Rehabilitation Sciences: Sargent College and provides post-professional doctoral students 
with financial assistance to complete projects. This grant awards up to $5,000 over 12–18 
months. American Occupational Therapy Foundation (AOTF) Intervention Research 
Program Grant offers up to $50,000 in funding for projects that lay the groundwork for 
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future, larger intervention studies that evaluate the effectiveness of OT interventions. The 
focus of this grant is to award monies to independent investigators who develop 
interventions that are aligned in with the AOTA Practice Framework including being 
client-centered, occupation-based, theory-driven, and manualized.  Finally, Bank of 
America sponsors various private philanthropic grants that support the promotion of 
quality educational, human services, and health care programing for underserved 
populations. Each of the grants under this umbrella provide funding for multi-year 
projects, support those whose services benefit the residents of Massachusetts, and allow 
small-program-related capital expenses to be included in general operating or program 
requests which are outlined in Table 5:2 outlines with more detail. 
 
Title of Grant Criteria of Grant Applicable to Program 
Dudley Allen Sargent 
Research Fund: 
Doctoral Student Fund 
• Any current doctoral student of Boston University’s Sargent 
College is eligible to apply  
• Grants are awarded for 12–18 months 
• Grants do not exceed $5,000 
https://www.bu.edu/sargent/research/research-administration/dudley-
allen-sargent-research-fund/ 
AOTF Intervention 
Research Program 
Grant 
• Funding provided to lay groundwork for future larger intervention 
studies that evaluate the effectiveness of OT interventions 
• Awarded to independent principal investigators who develop 
interventions that are client-centered, occupation-based, theory-
driven and manualized 
• Address the needs of underserved populations 
• Grants do not exceed $50,000 
http://www.aotf.org/Portals/0/documents/Scholarships-
Grants/IRG/IRG%20Award%20Guidelines%20%202016-
2017%20final%207.14.2016.pdf 
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Title of Grant Criteria of Grant Applicable to Program 
Bank of America 
Philanthropic Grants: 
The Mabel A. Horne 
Fund 
• Supports and promotes quality educational, human services, and 
healthcare programming for underserved populations 
• Allows small, program-related capital expenses to be included in 
general operating or program requests 
• Generally one year grants, but does allow multi-year 
https://www.bankofamerica.com/philanthropic/foundation.go?fnId=29 
Bank of American 
Philanthropic Grants: 
Deborah Munroe 
Noonan Memorial 
Fund 
• Supports and promotes quality education, services for families, and 
healthcare in relation to the treatment of, or recovery from mental 
and physical illness or injury. 
• Allows small, program-related capital expenses to be included in 
general operating program requests 
• Allows for multi-year requests 
https://www.bankofamerica.com/philanthropic/foundation.go?fnId=38 
Bank of America 
Philanthropic Grants: 
Frank W. & Carl S. 
Adams Memorial 
Fund 
• Supports and promotes quality educational, human services, and 
health care to underserved populations. 
• Priority is given to programs that can demonstrate specific impact 
and effectiveness of their work to reach the greatest amount of 
people 
• Allows for multi-year requests 
https://www.bankofamerica.com/philanthropic/foundation.go?fnId=28 
Bank of America 
Philanthropic Grants: 
Perpetual Trust for 
Charitable Giving 
• Supports and promotes quality educational, human services, and 
health care solutions to underserved populations. 
• Special consideration is given to medical aid and medical research, 
as well as higher-education learning. 
• Multi-year funding requests are encouraged. 
https://www.bankofamerica.com/philanthropic/foundation.go?fnId=41 
Bank of American 
Philanthropic Grants: 
the Alfred E. Chase 
Charity Foundation 
• Supports and promotes quality educational, human services, and 
health care solutions to underserved populations.  
• Special consideration given to programs that serve the people of 
Lynn and the North Shore of Massachusetts. 
• Supports both general operating support as well as program support 
• Usually one year grants but multi-year will be considered. 
https://www.bankofamerica.com/philanthropic/foundation.go?fnId=35 
 
Table 5:2. Potential Funding Sources 
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Conclusion 
 The development and implementation of A Clinician’s Guide to Self-Awareness 
Training will come with an overhead cost of $3,777.85 for the first year; and $3,766.85 
the second year. These costs will potentially be offset by funding from local universities, 
professional associations, and banks through private grants. Additionally, participants for 
the course will be charged between $100–$150 for participation depending on their 
institution. Those employees of hospitals who agree to host the course will be provided 
with a $50 discount to help manage the cost of renting a lecture space. With each course 
equipped to host approximately 15 participants, an average of $1500.00 per course could 
be made to aid in funding for program development and implementation. As there will be 
four courses across the state in a year, the additional funding will be a for profit for the 
course developer.  
 The next chapter will outline dissemination plans for the proposed continuing 
education course.  
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Chapter 6: Dissemination Plan 
Introduction 
 A Clinician’s guide to Self-Awareness Training is an eight-hour professional 
development program for clinicians working with adults with impaired executive 
functioning during inpatient rehabilitation. Although the course content is geared towards 
the American Occupational Therapy Association’s (AOTA) Occupational Therapy 
Practice Framework (AOTA, 2013), the course content could be generalized to all 
rehabilitation professionals. The purpose of the course is to provide clinicians with an 
understanding of the neuropathology behind anasognosia, the effects that impaired self-
awareness have on the rehabilitation process and therapeutic relationship, as well as 
treatment strategies to improve engagement and functional outcomes during 
rehabilitation.  
Dissemination Goals 
 The dissemination plan will be initiated in the first year following the completion 
of program development and will continue over a period of two years. Dissemination of 
the course content to the rehabilitation network will occur through marketing at both 
hospitals and universities. All avenues of promotion will be utilized including mail, 
phone calls, emails, social media, and presentations at professional conferences. The 
goals for the dissemination plan are:  
• Long Term: Following dissemination of the proposed continuing education 
course, at least four major rehabilitation hospitals or universities will agree to 
host and advertise participation to their staff, faculty, and/or students within 
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two years.  
• Short Term 1: Dissemination of the program to the primary audience will 
result in at least two major rehabilitation hospitals and one university in 
Massachusetts hosting the course.  
• Short Term 2: Dissemination of the proposed program to the secondary 
audience will result in 10–15 clinicians and/or students registering for each 
offered course.  
• Short Term 3: Following the first two years of dissemination of the program 
to primary and secondary audiences in Massachusetts, rehabilitation hospitals 
and universities throughout New England will agree to host and advertise to 
their staff and/or students.  
 The following sections of this chapter will more specifically outline the plan for 
reaching the long- and short-term goals. These plans will include a description of the 
primary and secondary audiences, the key messages to be propagated, identification of 
influential spokespeople, and dissemination activities as well as the costs associated with 
them.  
Primary Target Audience 
 The primary target audience for dissemination of this continuing education course 
would be the rehabilitation hospital’s department heads as well as the clinical education 
coordinators for the facility. At the universities, the occupational therapy department 
chair will be identified as the primary target audience. Both parties were selected as the 
primary target audience due to their influence on the occupational therapy department, 
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access to various levels of management, front-line clinicians, faculty, and students who 
may be developing specific interests in neuro-rehabilitation.  
 
Key Messages for the Primary Target Audience 
 1. This course will provide clinicians with the skills and tools necessary to more 
effectively assess and treat adults with impaired self-awareness following TBI, 
and in a more systematic fashion with a focus on patient response and outcomes.  
 2. The evidence based research demonstrates that improved self-awareness is 
directly related to better functional outcomes both short term and long-term 
following injury (Ownsworth et al., 2002, 2004 and 2006; Pederson et al., 1996; 
Fischer et al., 2004; Male et al., 2000; Rotenberg-Shpigelman et al., 2014; Katz et 
al., 2002; Anson et al., 2006).  
 3. Use of the learned techniques will improve engagement in therapy sessions to 
lessen the rate of refusals, improve carry over of learned strategies and thus 
reduce the length of stay required for adults with TBI and impaired executive 
functioning.  
Secondary Target Audience 
 The secondary target audience for this dissemination plan will be the occupational 
therapists and students that work with the TBI population, or have interest in gaining 
knowledge to potentially work with these persons in the future. Additionally, other 
rehabilitation professionals such as physical therapists and speech and language 
pathologists may also find the approaches presented in this course beneficial to their own 
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practice and therefore can serve as a tertiary group to the secondary target audience.  
Key Messages for the Secondary Target Audience 
 1. This course will provide clinicians with the skills and tools necessary to more 
effectively assess and treat adults with impaired self-awareness following TBI and 
in a more systematic fashion with a focus on patient response and outcomes. 
 2. Participation in the course will qualify clinicians for a two-year subscription to 
access to web-based materials as reference while implementing learned skills into 
practice through written aids, decision-making trees, and videos for modeling of 
approaches.  
 3. Participation in the course will qualify participants for continuing education 
credits for renewal of their professional license due to its focus on implementing 
evidence-based practice into patient care.  
Influential Spokespeople 
 The most influential spokespeople that will aid in program promoting and buy-in 
from the professional community will include those individuals who will help to 
disseminate to the primary and secondary audiences. As mentioned earlier, the directors 
of the rehabilitation at the respective hospitals across the state will serve as the most 
influential spokespeople in potentially providing not only the location for the course to 
run but also participants from the therapy departments. Additionally, the direct therapy 
managers of specialized TBI units within the rehabilitation hospitals will encourage 
participation of staff who have direct responsibility for treating adults with impaired 
executive functioning following the injury. Through encouraging participation of 
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professional peers within the same network, the likelihood of clinicians implementing the 
learned techniques into practice will greatly increase through support and encouragement 
while adjusting approaches to cognitive rehabilitation and self-awareness training. Those 
who serve as a chairperson of an occupational therapy department in local universities 
will also serve as influential spokespeople as they can identify faculty, students, and 
alumni who may have interest in neuro rehabilitation, have professional networks within 
the brain injury community, and could host continuing education course that promote 
evidence-based practice.  
Dissemination Activities  
 Dissemination of the course content information and process for registration will 
occur through multiple methods including mass mailing, web advertising, and 
presentation at professional conferences. Initially, brochures that outline program goals, 
content, benefits of participation, and registration forms will be sent in packages of 30 to 
local rehabilitation hospitals and university via mail. The package of brochures will be 
accompanied by a cover letter that delineates the course developers experience in TBI 
rehabilitation, the evidence literature to support the benefits of awareness training, and 
the potential to reduce cost of educating staff and/or students through offering to host the 
8-hour course in a facility conference room. Additionally, the program will be presented 
three times per year at the AOTA annual conference, the Massachusetts Association of 
Occupational Therapy (MAOT) annual conference, and the Brain Injury Association of 
Massachusetts (BIA-MA) annual conference in the form of a poster presentation. The 
goal of presenting the program via a poster at professional conferences is to target 
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clinicians, specifically occupational therapists, who work directly with adults who have 
TBIs, or have interest in doing so in the future. Each poster presentation will be 
accompanied by an interest list in which attendees can sign up to receive additional 
information about how to attend or sponsor the course via email. Finally, the use of 
professional development websites such as AOTA (AOTA.org) and Educational 
Resources Inc. (http://www.educationresourcesinc.com), as well as posts about course 
availability on AOTA’s OT Connections Forum (https://otconnections.aota.org), and 
social media sites including Facebook (facebook.com) and Twitter (twitter.org). Table 
6:1 outlines the expenses that will be incurred to implement the dissemination plans as 
well as the costs associated with specific activities within the first two years of program 
implementation.  
Activity/Item 1st Year Cost 2nd Year Cost 
Mailing out brochures 
and cover letter/executive 
summary 
• Microsoft Word: Free 
(already owned by developer)  
• Printing 600 brochures: $588 
• 8 Large Envelopes (fits 30): 
$53.20 
• Stamps: $3.76 
• 15 Cover letter/ executive 
Summary (2 pages): $1.65 
• Purchase of PO Box to receive 
registration: $80.00 
• Microsoft Word: Free (already 
owned by developer)  
• Printing 600 brochures: $588 
• 8 Large Envelopes (fits 30): 
$53.20 
• Stamps: $3.76 
• 15 Cover letter/ executive 
Summary (2 pages): $1.65 
• Purchase of PO Box to receive 
registration: $80.00 
Attending professional 
conferences for poster 
presentation 
MAOT: $85.00 
AOTA (early reg.): $415.00 
BIA-MA: $200.00 
MAOT: $85.00 
AOTA (early reg.): $415.00 
BIA-MA: $200.00 
Advertisement of course 
on professional websites 
and social media 
Free Free 
Total Cost $1,426.61 $1,426.61 
 
Table 6:1. Dissemination Costs 
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Evaluation of the Success of Dissemination 
 The number of rehabilitation hospitals and universities who volunteer to host the 
course will be one factor in determining the success of the dissemination plan to the 
primary target audience. Since the goal of the dissemination plan is to have at least four 
major rehabilitation hospitals or universities agree to host the course within two years., 
the number of facilities who actively participate could serve as a measurable indicator of 
the success of this plan.  
 The success of the dissemination plan to the secondary target audiences can be 
measured by the number of participants in each course, as well as over the two-year 
window of program implementation. The long-term goal for this program in addition to 
having facilities agree to host the course, is for it to also be advertised for their 
rehabilitation staff, faculty, and/or students to participate. Furthermore, the success of the 
professional development outreach efforts, such as presentation at conferences and 
advertisement on websites and social media venues, can also be quantified by how many 
participants register for the course over the two-year implementation time period.  
Conclusion  
 In conclusion, A Clinician’s Guide to Self-Awareness Training will target two 
specific audiences. The primary target audience will be directors of rehabilitation at 
hospitals with brain injury programs, their education coordinators, as well as 
occupational therapy department heads at universities across Massachusetts. The 
secondary target audience(s) will be direct-care therapists working in TBI rehabilitation, 
and professionals and students interested in TBI rehabilitation.  The long-term goal of 
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this dissemination plan is that at least four major rehabilitation hospitals or universities 
will agree to host and advertise participation to their staff, faculty, and/or students within 
two years. Activities that will aid in attainment of that goal include printed brochures and 
registration forms that will be sent to major rehabilitation hospitals across the state as 
well as four major universities with established occupational therapy programs. Other 
dissemination activities will include presentation of course information at three 
professional conferences, advertisement on the AOTA website as well as continuing 
education course websites, and finally social media posts on Facebook groups for 
occupational therapists and Twitter. The total expenses for the two-year dissemination 
plan will be $1,426.61. 
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Chapter 7: Conclusion 
 This project focused on development, implementation, and evaluation of a 
continuing education course for occupational therapists working in traumatic brain injury 
(TBI) rehabilitation. This eight-hour course will focus on strategies to facilitate gains in 
self-awareness during rehabilitation through attention to key factors such as constructive 
feedback and structured experiences that seek to promote a sense of understanding, 
control, and confidence while helping to progressively restructure self-evaluative beliefs 
about functional capabilities (Barco et al., 1991; Langer & Padrone, 1992; Mateer, 1999). 
Education will be provided in the format of lecture, examination of case studies, peer-
practice, role-playing, and online module review to highlight the most effective strategies 
in promoting self-awareness, such as consistent feedback from all team members, 
including the patient’s family and support network, that involves the patient in labelling 
the problem (Barco et al., 1991, Cicerone, 1989, DeHope et al., 1999). Implementation of 
this program will provide clinicians with tools that utilize the existing evidence literature 
to develop treatments that are conducive to the current state of healthcare in order to 
develop treatments that are effective. Such treatments include: detailed behavioral 
analysis, design of a tailored intervention for a specific target behavior, collection of data, 
and frequent reassessment throughout treatment phases to monitor effectiveness.  
 The overarching goal of the presented education modules are to improve patient 
participation and functional outcome during inpatient rehabilitation with adults 
experiencing impaired self-awareness following TBI. Development of such a program 
will require formative evaluation in which feedback from clinician’s will help to identify 
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if utilization of the learning modules and techniques is feasible. This will be achieved by 
completion of a needs assessment as well as surveys of opinions of clinicians on the TBI 
program at Spaulding Rehabilitation Hospital to help develop content and method of 
delivery for education. Furthermore, incorporation of feedback into the method of 
delivery, form of measurement, and strategy for program outline of learning modules will 
improve compliance and participation as well as motivation to integrate learned 
techniques into practice. In addition, summative evaluation will be utilized through use of 
valid, standardized assessment tools such as the Awareness Questionnaire (Sherer et al., 
1998), Functional Independence Measure (FIM), and Disability Rating Scale (DRS) to 
determine if selected treatment approaches are having an effect on awareness of 
functioning between patients and caregivers and/or providers, as well as overall 
functioning through pre- and post-test measures.  
 The evidence literature has shown that clients with better self-awareness of their 
impairments have enhanced participation and performance in rehabilitation (Fleming, 
Strong, & Ashton, 1998; Lam, McMahon, Priddy, & Gehred-Schultz, 1988), and their 
relatives show less strain (Koskinen, 1998). Individuals with accurate self-awareness 
have also been found to enjoy more successful community and vocational reintegration 
(Exarchi, Ben-Yishay, Kay, Diller & Rattock, 1991; Sherer et al., 1998) thus, reducing 
the financial and emotional burden sustained by caregivers and society. This project 
provides a unique contribution to the field of occupational therapy in that it provides 
clinicians with structured guidance on how to most effectively integrate the treatment 
techniques supported in the evidence literature into practice. With the growing demands 
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on healthcare services to become as efficient as possible, tools that allow treatment to be 
delivered in a systematic and measurable format are critical. A Clinician’s Guide to Self-
Awareness Training will support clinicians through the strategies required to facilitate 
improved self-awareness, engagement in the therapeutic process, and improve overall 
functional outcomes during post-acute rehabilitation.  
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Appendix C: Executive Summary 
 Introduction 
Executive dysfunction is the most common sequelae of traumatic brain injury 
(TBI) due to the high incidence of damage to the frontal systems through coup or contra-
coup injuries directly to frontal lobes, or by disruption of afferent or efferent connections 
to other brain regions (MacDonald, et al., 2006). Obstruction of these high-level 
functions, specifically insight, reasoning, and self-awareness, directly impose upon 
motivation and engagement in therapy sessions, active participation in collaborative goal 
setting, and initiating use of compensatory strategies for deficits in functioning. Self-
awareness can be defined as ‘the capacity to perceive the “self” in relatively “objective” 
terms while maintaining a sense of ‘subjectivity’ (Prigatano, 199, p. 112). Impairments in 
capacity to accurately perceive one’s self following a TBI poses serious consequences for 
not only the individuals who experience these deficits, but also their family members and 
social supports, treating clinicians, and all levels of the healthcare continuum including 
rehabilitation institutions and insurers. Individuals with limited understanding of their 
deficits often take longer to complete the rehabilitation process due to poor motivation, 
reduced effort, persistence and commitment when faced with repeated task failure. For 
these reasons, individuals with brain injury resulting in executive dysfunction often 
require increased support and assistance in daily life long-term.  
Integrity of executive function following a TBI demonstrates significant 
associations with critical life functions such as those outlined in the American 
Occupational Therapy Association’s (AOTA) Occupational Therapy Practice Framework 
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including activities of daily living, instrumental activities of daily living, education and 
vocational success and social autonomy following discharge from acute rehabilitation 
(AOTA, 2014). Due to these deficits, individuals sustaining a TBI often require increased 
assistance and supervision from caregivers over a life-time incurring costs of $600,000– 
$1,875,000 (Brain and Spinal Cord Organization, 2017). Productivity and efficiency of 
TBI rehabilitation programs can help to ease the economic burden that mild, moderate, or 
severe brain injury poses to society which is predicted at $48.3 billion annually. (Brain 
and Spinal Cord Organization, 2017).  The evidence literature has shown that clients with 
better self-awareness of their impairments have enhanced participation and performance 
in rehabilitation (Fleming, Strong, & Ashton, 1998; Lam, McMahon, Priddy, & Gehred-
Schultz, 1988); and their relatives show less strain (Koskinen, 1998). Individuals with 
accurate self-awareness have also been found to enjoy more successful community and 
vocational reintegration (Exarchi, Ben-Yishay, Kay, Diller & Rattock, 1991; Sherer et 
al., 1998) thus, reducing the financial and emotional burden sustained by caregivers and 
society. 
 Identifying deficits in self-awareness as early as possible in the rehabilitation 
process provides a means to expedite client-centered and collaborative approaches to 
treatment that are rooted in both restorative and compensatory models. Through 
utilization of engaging and effective treatment strategies for impaired self-awareness, 
rehabilitation processes have the ability to be more efficient with results that are 
generalizable during transition to the community.	
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Key Findings and Project Overview 
 A thorough review of the evidence literature was conducted to identify theory-
driven current practices for addressing impaired self-awareness following traumatic brain 
injury (TBI) during rehabilitation. The evidence literature supports the belief that self-
awareness is a major current issue within theoretical, clinical, and research approaches to 
the rehabilitation of neurological disability.  Impaired self-awareness following an 
acquired brain injury or a TBI is a complex phenomenon that has significant implication 
for occupational therapy practice. However, there are only a few published works by 
occupational therapists (OTs) dealing with this phenomenon as well as the factors that 
contribute to decreased functional outcomes during inpatient rehabilitation. The evidence 
literature review identified 10 studies that supported the belief that impaired self-
awareness is associated with poorer rehabilitation outcome. However, the functional 
outcomes quantified and the approaches for measuring awareness varied. Due to the 
mixed findings and methodological differences between the studies (length of stay, 
setting of service delivery, type of injury) it is difficult to definitively identify factors that 
lead to poorer functional outcome secondary to impaired self-awareness. However, the 
majority of the findings tend to support the belief that greater awareness of deficits is 
associated with better treatment outcomes. 
 The fundamental principle that can be deduced from the evidence literature is that 
occupational therapists are equipped with knowledge and skills to make a unique 
contribution in the treatment of clients with impaired self-awareness by focusing on 
occupational performance in the context of daily tasks where impairments are most 
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evident. Key factors for treatment include a multi-modal and multi-contextual approach 
to help process the meaning of experiences and modify beliefs about abilities. Through 
systematic training, concrete and supportive feedback, and guided self-reflection, 
individuals can redefine their understanding of abilities and more effectively integrate 
compensatory strategies into familiar routines. If feedback is focused on personal 
strengths and suggestions for strategies on future performance, there is less likelihood of 
emotional distress and improved therapeutic alliance is facilitated. In addition, promotion 
of behavior change occurs through imitative and experiential learning. Metacognitive 
training within these familiar, meaningful, experiences enables improved independence 
for self-regulatory behavior and limits dependence on environmental aids and supports 
that can be difficult to transfer between contexts. 
 A Clinician’s Guide to Self-Awareness Training is an educational course for 
occupational therapists that will utilize the findings of the evidence literature to provide 
strategies that facilitate gains in self-awareness during rehabilitation. The focus of the 
content will address key factors such as constructive feedback and structured experiences 
that seek to promote a sense of understanding, control, and confidence while helping to 
progressively restructure self-evaluative beliefs about functional capabilities (Barco et 
al., 1991; Langer & Padrone, 1992; Mateer, 1999). Education will be provided in the 
format of lecture, examination of case studies, peer-practice, role-playing, and online 
module review to highlight the most effective strategies in promoting self-awareness, 
such as consistent feedback from all team members, including the patient’s family and 
support network, that involves the patient in labelling the problem (Barco et al., 1991, 
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Cicerone, 1989, DeHope et al., 1999). 
 In order to effectively develop and implement this program to occupational 
therapists in post-acute rehabilitation settings, the costs incurred for developing materials, 
marketing, and resources were carefully considered. Program development, 
implementation, and dissemination will cost approximately $3,777,85 per year. These 
costs will potentially be offset by funding from local universities, professional 
associations, and banks through private grants. Additionally, participants for the course 
will be charged between $100–$150 for enrollment, depending on their affiliated 
institution. Those employees of hospitals who agree to host the course will be provided 
with a $50 discount to help manage the cost of renting a lecture space. Dissemination of 
the course content information and process for registration will occur through multiple 
methods including mass mailing, web advertising, and presentation at professional 
conferences. Initially, brochures that outline program goals, content, benefits of 
participation, and registration forms will be sent in packages of 30 to local rehabilitation 
hospitals and universities via mail. The package of brochures will be accompanied by a 
cover letter that delineates the course developers experience in TBI rehabilitation, the 
evidence literature to support the benefits of awareness training, and the potential to 
reduce cost of educating staff and/or students through offering to host the 8-hour course 
in a facility conference room. Additionally, the program will be presented in the form of 
a poster presentation at the AOTA, the Massachusetts Association of Occupational 
Therapy (MAOT), and the Brain Injury Association of Massachusetts (BIA-MA) annual 
conferences. 
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Recommendations 
 The evidence literature has ample support for the fact that impaired self-
awareness following TBI has a negative impact on engagement in the therapeutic 
process, poorer functional outcomes, and an increased financial and emotional burden. 
Identifying deficits in self-awareness as early in the rehabilitation process as possible 
provides a means to expedite client-centered and collaborative approaches to treatment 
that are rooted in both restorative and compensatory models. Though utilization of 
engaging, and effective treatment of impaired self-awareness, rehabilitation processes 
have the ability to be more efficient with results that are generalizable during transition to 
the community. Through integration of A Clinician’s Guide to Self-Awareness Training 
into staff development, rehabilitation hospitals can more effectively train their providers 
in strategies that will systematically address this issue to improve functional outcomes 
and manage cost-utilization.  
General Conclusions 
 The methods proven to be most effective in developing intervention plans for 
clients with impaired self-awareness following a TBI include: a multi-contextual 
approach, systematic and supportive feedback, provision of education to clients and 
caregivers, and use of occupation-based, meaningful tasks to allow for comparison of 
performance. Implementation of interventions is recommended to occur as soon as 
possible post-injury to allow for adaptation over time. Inpatient rehabilitation is an 
appropriate time to begin awareness training as long as the client has demonstrated 
clearance from a post-confusional state and a readiness to learn. In addition, client-
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centered treatment approaches are viewed to be most effective. Interventions that focus 
on collaborative goal setting, client-selected occupations for practice, integration of social 
supports into education and training, and self-identification of errors and selection of 
compensatory strategies as they are able fosters a therapeutic relationship and promotes 
acceptance and generalization of learned techniques. Despite the evidence to support use 
of these strategies, there is a gap in how these strategies are systematically applied in 
practice. A Clinician’s Guide to Self-Awareness Training will instruct therapists in the 
application of such strategies to increase self-awareness in clients early in recovery which 
subsequently results in better participation in the rehabilitation process and improved 
overall occupational performance.  
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Clinical Decision Making Tree:
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Example of Case Study for Application of Concepts:  
TBI Case Study Involving Executive Functioning Impairments 
 
 Jason is a 27-year-old male who was involved in a motor vehicle collision in 
which he was the unrestrained driver. Upon Emergency Medical Services (EMS) arrival, 
Jason was found unresponsive with a fixed left pupil. At the time of Emergency 
Department (ED) arrival the patient was noted to be alert, but disoriented with agitation 
and was unable to follow commands or formulate coherent sentences. He was noted to 
withdraw from painful stimuli and was deemed to be a Glascow Coma Scale (GCS) score 
of 11. CT and MRI results revealed diffuse axonal injury (DAI) with large subdural 
hematoma (SDH) noted in right fronto-temporal lobe. The patient was also noted to have 
a small subarachnoid hemorrhage (SAH) in right parietal lobe. His acute hospital course 
was complicated by aspiration pneumonia, agitation, impulsivity with 2 falls without 
major injury, and urinary tract infection (UTI).  
 The patient was stabilized and presented to sub-acute rehabilitation approximately 
16 days post-injury. Upon admission, Jason is noted to be ambulatory but requires 
minimal hands on assistance due to impaired dynamic balance, midline orientation, and 
symptoms of left hemi-body and environmental neglect. He is noted to be restless in the 
bed and shows difficulty initiating use of call light resulting in frequent impulsive and 
unsafe behaviors. During initial occupational therapy (OT) evaluation, the patient was 
noted to be disengaged, and resistant to participation stating he “was tired” and doesn’t 
“like school”. He was noted to be perseverative on his thoughts which were both 
disorganized and at times incoherent. He was unable to accurately recall events from 
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earlier in the day when prompted. Per Jason’s Speech and Language Pathologist (SLP), 
he engaged in the Cognitive Assessment Protocol (CAP) during their evaluation in which 
he scored a cognitive impairment score of 18 and scored 23 error points on the Galveston 
Orientation Assessment Test (GOAT).  
 When prompted to engage in functional tasks, Jason repeatedly told the therapist 
“I don’t need any help with that” despite incomplete or poor performance of all basic 
ADL and mobility tasks.  
Use the Decision Making Tree to determine the most appropriate intervention plans.  
Questions:  
1. Does this patient warrant completion of the Awareness Questionnaire (AQ)?  
2. If there is a significant discrepancy between clinician and patient rating or family 
member/caregiver and patient rating what would be the next approach to take during 
session 2 of OT? 
3. What do you anticipate as the barrier(s) to participation in a structured therapy 
session? 
4. What behaviors triggered use of the Awareness promotion protocol? 
5. What personal, social, and environmental factors do you want to consider when 
implementing the protocol? 
6. What are the signs you will look for that warrant termination of the treatment 
approaches? 
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Course Content Outline:  
A Clinician’s Guide to Self-Awareness Training 
 
This eight- hour continuing education course will provide you with the knowledge and 
tools required to help combat the challenges that surround treating an adult with 
neurologically-based impaired self-awareness post-injury. At the completion of this 
course the clinician will be able to:  
 
1.) Understand the mechanisms by which impaired-self-awareness impede the 
rehabilitation process.  
2.) Develop skills for effective identification and assessment of the presence and severity 
of impaired self-awareness.  
3.) Implement treatment strategies that are occupation-based, multi-contextual, and allow 
for experiential feedback that will promote improved engagement and collaboration 
between patient and therapist during the rehabilitation process.  
4.) Demonstrate the ability to systematically measure treatment effectiveness through 
routine utilization of outcomes measures.  
 
All material presented during this course will be condensed and available through 
module-based webinars for participants to continually review while implementing in 
practice.  
 
 
Course Syllabus:  
 
Time Topic/Content 
8:00–8:30 Introduction: General overview of course expectations and materials, 
presenter’s lived experience with managing impaired self-awareness, peer-
sharing of experiences and expectations of course.  
8:30–9:00 Review of literature: pathology of anasognosia, effects of impaired self-
awareness on the rehabilitation process and long-term functional outcomes of 
individuals post-TBI, current challenges that impede implementation of 
systematic treatments in health care.  
9:00–10:00 Presentation of treatment approach: review of theoretical basis, as well as 
literature to support the individual approaches: education, experiential feedback, 
multi-contextual approach, self-rating of performance. Introduction to the 
Awareness Questionnaire (AQ) as baseline and outcome measure. Presentation 
of the “Clinical Pathway” to guide clinicians through the sequence of 
interventions based on patient responsiveness.  
10:00–10:15 BREAK 
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Time Topic/Content 
10:15–11:00 Presentation of case-studies: The group(s) will work together to apply use of 
the “Clinical Pathway” to specific cases as a means to determine if the treatment 
approach is warranted, the best techniques to utilize, and measures of 
effectiveness.  
11:00–11:30 Practice of assessment: peer administration and scoring of the AQ, Functional 
Independence Measure (FIM), the Disability Rating Scale (DRS), and the 
Confusion Assessment Protocol (CAP). 
11:30–12:15 Review of video case studies: examples will be provided of how to implement 
each specific technique presented, how to grade cueing and task complexity, and 
how to emotionally support and engage the patient during treatment. 
12:15–1:00 LUNCH BREAK 
1:00–2:00 Workshop: Video Case Studies and Treatment Planning/Implementation: 
Breakout groups of clinicians will read a case study, watch a video of task 
performance during (2) initial occupational therapy sessions, and utilize the 
decision-tree to plan one week of (60) minute treatment sessions using learned 
techniques to promote development of awareness as foundation for engagement 
in skilled therapy program.  
2:00–2:45 Group Sharing and Brainstorming: Each group will present their case and 
treatment plans and collaboratively work with clinicians, gaining feedback on 
approaches, possible modifications, and recommendations to improve multi-
disciplinary buy-in. 
2:45–3:00 BREAK 
3:00–3:45 Role Play: Clinicians will be provided an opportunity to practice in real time, 
implementation of treatment strategies with instructor as “patient with poor 
engagement and awareness of deficits”. Time freezes will be used to 
collaboratively problem solve with clinicians most supportive and effective 
techniques to be utilized.  
3:45–4:00 Questions and Wrap Up.  
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Assessment Tools:  
Awareness Questionnaire Patient Form 
Name:_________________________ Patient #:___________ Date:________________ 
1                       2                       3                       4                       5 
much worse     a little worse      about the same     a little better      much better  
___ 1. How good is your ability to live independently now as compared to before your 
injury? 
___ 2. How good is your ability to manage your money now as compared to before your 
injury? 
___ 3. How well do you get along with people now as compared to before your injury? 
___ 4. How well can you do on tests that measure thinking and memory skills now as 
compared to before your injury? 
___ 5. How well can you do the things you want to do in life now as compared to before 
your injury? 
___ 6. How well are you able to see now as compared to before your injury? 
___ 7. How well can you hear now as compared to before your injury? 
___ 8. How well can you move your arms and legs now as compared to before your 
injury? 
___ 9. How good is your coordination now as compared to before your injury? 
___ 10. How good are you at keeping up with the time and date and where you are now 
as compared to before your injury? 
___ 11. How well can you concentrate now as compared to before your injury? 
___ 12. How well can you express your thoughts to others now as compared to before 
your injury? 
___ 13. How good is your memory for recent events now as compared to before your 
injury? 
___ 14. How good are you at planning things now as compared to before your injury? 
___ 15. How well organized are you now as compared to before your injury? 
___ 16. How well can you keep your feelings in control now as compared to before your 
injury? 
___ 17. How well adjusted emotionally are you now as compared to before your injury? 
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Awareness Questionnaire Family/Significant Other Form 
Name:___________________________ Relationship to patient:____________________  
Patient:___________________________ Patient #___________ Date:_______________ 
1                       2                       3                       4                       5 
much worse     a little worse      about the same     a little better      much better  
___ 1. How good is the patient's ability to live independently now as compared to before 
his/her injury? 
___ 2. How good is the patient's ability to manage his/her money now as compared to 
before his/her injury? 
___ 3. How well does the patient get along with people now as compared to before 
his/her injury? 
___ 4. How well can the patient do on tests that measure thinking and memory skills now 
as compared to before his/her injury? 
___ 5. How well can the patient do the things he/she wants to do in life now as compared 
to before his/her injury? 
___ 6. How well is the patient able to see now as compared to before his/her injury? 
___ 7. How well can the patient hear now as compared to before his/her injury? 
___ 8. How well can the patient move his/her arms and legs now as compared to before 
his/her injury? 
___ 9. How good is the patient's coordination now as compared to before his/her injury? 
___ 10. How good is the patient at keeping up with the time and date and where he/she is 
now as compared to before his/her injury? 
___ 11. How well can the patient concentrate now as compared to before his/her injury? 
___ 12. How well can the patient express his/her thoughts to others now as compared to 
before his/her injury? 
___ 13. How good is the patient's memory for recent events now as compared to before 
his/her injury? 
___ 14. How good is the patient at planning things now as compared to before his/her 
injury? 
___ 15. How well organized is the patient now as compared to before his/her injury? 
___ 16. How well can the patient keep his/her feelings in control now as compared to 
before his/her injury? 
___ 17. How well adjusted emotionally is the patient now as compared to before his/her 
injury? 
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Awareness Questionnaire Clinician Form 
Clinician Name:_______________________________________ Date:____________  
Patient:____________________________________________ Patient #:___________ 
1                       2                       3                       4                       5 
much worse     a little worse      about the same     a little better      much better  
___ 1. How good is the patient's ability to live independently now as compared to before 
his/her injury? 
___ 2. How good is the patient's ability to manage his/her money now as compared to 
before his/her injury? 
___ 3. How well does the patient get along with people now as compared to before 
his/her injury? 
___ 4. How well can the patient do on tests that measure thinking and memory skills now 
as compared to before his/her injury? 
___ 5. How well can the patient do the things he/she wants to do in life now as compared 
to before his/her injury? 
___ 6. How well is the patient able to see now as compared to before his/her injury? 
___ 7. How well can the patient hear now as compared to before his/her injury? 
___ 8. How well can the patient move his/her arms and legs now as compared to before 
his/her injury? 
___ 9. How good is the patient's coordination now as compared to before his/her injury? 
___ 10. How good is the patient at keeping up with the time and date and where he/she is 
now as compared to before his/her injury? 
___ 11. How well can the patient concentrate now as compared to before his/her injury? 
___ 12. How well can the patient express his/her thoughts to others now as compared to 
before his/her injury? 
___ 13. How good is the patient's memory for recent events now as compared to before 
his/her injury? 
___ 14. How good is the patient at planning things now as compared to before his/her 
injury? 
___ 15. How well organized is the patient now as compared to before his/her injury? 
   95 
___ 16. How well can the patient keep his/her feelings in control now as compared to 
before his/her injury? 
___ 17. How well adjusted emotionally is the patient now as compared to before his/her 
injury? 
___ 18. To what extent is the patient's accurate self-awareness impaired by his/her brain 
injury? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reprinted with permission from Mark Sherer, 2017 
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LEVELS  
Independent (No Helper) 
7 Complete Independence (Timely, Safely) 6 Modified Independence (Device) 
Modified Dependence (Helper) 
5 Supervision (Subject = 100%+) 
4 Minimal Assist (Subject = 75%+) 3 Moderate Assist (Subject = 50%+)  
Complete Dependence  
2 Maximal Assist (Subject = 25%+) 
1 Total Assist (Subject = less than 25%)  
Note: Leave no blanks. Enter 1 if patient is not testable due to risk.  
 
Reprinted with the permission of UDSMR, 2017 
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Reprinted with permission from Dr. Linda Isaac, 2017 
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Confusion Assessment Protocol 
Patient Name:___________________________ Date:_______________ Age:_________  
Education__________ Handedness______ Name of Rater_________________________ 
TOTART Attentional Subtest (TAS): Now I want you to ...  
A. ... count forward from 1 to 20 as quickly as you can. 
               _____correct _____incorrect 
B. ... count backwards from 20 to 1. (can cue 20, 19, 18, ...)  
             _____correct _____incorrect 
C. ... recite the months of the year.  
           _____correct _____incorrect 
D. ... recite the months of the year backwards.  
          _____correct _____incorrect 
* TAS Test Completion Codes (circle one): 0     1     2     3     4     5     6     9 
CTD Vigilance (V1): I am going to read you a long series of letters. Whenever you 
hear the letter H, indicate by raising your hand at the wrist (demonstrate) and then 
putting it back down. Let’s try these letters to practice, B H D. Note whether patient 
follows instructions on this sample and repeat as necessary. 
Read the letter list at the rate of one letter per 2 seconds. Put a slash mark through each 
letter the patient responds to and circle omissions (/ = response, O = omission). Circle 
form used. Alternate between forms on different administrations. 
Form A: H E G H F E H D H F H C B F H A D H C E H I H G D H  
     C E B H E G H I H C H E H F C I H E B H G F D H B E 
Form B: H B H A E H B H C F A H F H G H C G D H C B A H G D  
    E H C H B E H D G H D A F H B I F H E B H D H E H G 
CTD Vigilance Score = Hits (correct targets identified) X 2 – Commissions (incorrect 
targets identified) 
*V1 Test Completion Code (circle one): 0     1     2     3     4     5     6     9 
*Test Completion Codes: 0=Standard Administration, 1=Arousal Impairment Code – 
Inability to complete item/test due to inability to stay alert, 2=Motor Impairment Code – 
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Inability to give ANY motor response or patient was restrained, 3=Visual Impairment 
Code – Inability to see test stimuli (e.g., blind), NOT perceptual impairment, 
4=Phonation Impairment Code – Gives NO speech at ANY time, too dysarthric to give 
intelligible response, or intubated, 5=Aphasia Code – Profound language impairment that 
COMPLETELY interferes with ability to participate in task, 6=Agitation Code – Patient 
extremely agitated and thus non-cooperative with test administration, 9=Test Not 
Administered. 
If more than one applies, use the code that interfered most with administration of 
the test. 
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Galveston Orientation and Amnesia Test (GOAT) Type of Administration:  
Standard_____ Modified_____ 
_____ 1. What is your name? (2)_____________; When were you born? (4)___________ 
Where do you live? (4) ______________ 
_____ 2. Where are you now? (unnecessary to state name of hospital) city (5) _________ 
hospital (5) _____________________ 
_____ 3. On what date were you admitted to the hospital? (5) _____________; How did 
you get to the hospital? (5) __________________________________________________ 
_____ 4. What is the first event you can remember after the injury 
(5)__________________________________________________; Can you describe in 
detail (e.g., date, time, companions) the first event you recall before the injury? (5) 
_______________________________________________________________________ 
_____ 5. What is the last event you can recall before the injury? (5) 
___________________________________; Can you describe in detail (e.g., date, time, 
companions) the last event you can recall before the injury? (5) 
________________________________________________________________________
_____ 6. What time is it now? ____:____am pm (1 point for each 1/2 hour off, max of 5 
points) 
_____7. What day of the week is it? _______(1 point for each day off, max of 3 points) 
_____8. What day of the month is it? _______( 1 point for each day off, max of 5 points) 
_____9. What is the month? _________ (5 points for each month, max of 15 points) 
_____10. What is the year? __________(10 points for each year off, max of 30 points) 
_______ Total Error Points 
*GOAT Test Completion Code (circle one): 0     1     2     3     4     5     6     9 
*Test Completion Codes: 0=Standard Administration, 1=Arousal Impairment Code – 
Inability to complete item/test due to inability to stay alert, 2=Motor Impairment Code – 
Inability to give ANY motor response or patient was restrained, 3=Visual Impairment 
Code – Inability to see test stimuli (e.g., blind), NOT perceptual impairment, 
4=Phonation Impairment Code – Gives NO speech at ANY time, too dysarthric to give 
intelligible response, or intubated, 5=Aphasia Code – Profound language impairment that 
COMPLETELY interferes with ability to participate in task, 6=Agitation Code – Patient 
extremely agitated and thus non-cooperative with test administration, 9=Test Not 
Administered. 
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If more than one applies, use the code that interfered most with administration of 
the test. 
CTD Visual Picture Memory Test – Learning Trial (VPMT-1): I am going to show 
you pictures of common objects. Look carefully and try to remember each picture. 
Name each object as you point to it. Show each picture for 3 seconds. Circle form 
used. 
Form A: table     car     hammer     cup     key 
Form B: dog     knife     pants     boot     paint     brush 
CTD Comprehension (Comp): I am going to ask you some questions that can be 
answered yes or no. If your answer is yes, nod your head or say yes. If your answer is 
no, shake your head or say no. Read each question twice and circle correct answers. 
Alternate between forms on serial administrations. 
Form 1 
Will a stone float on water?                                               (no) 
Can you use a hammer to pound nails?                            (yes) 
Do two pounds of flour weigh more than one?                 (yes) 
Will water go through a good pair of rubber boots?         (no)  
Form 2 
Will a leaf float on water?                                                     (yes) 
Is a hammer good for cutting wood?                                    (no) 
Is one pound of flour heavier than two?                               (no) 
Will a good pair of rubber boots keep water out?                 (yes) 
Comp: _____/4 
*Auditory comprehension Completion Code: 0     1     2     3     5     6     9 
CTD Visual Picture Memory Test – Recognition (VPMT-2): Now I am going to 
show you some more pictures. Some you have just seen but others will be shown for 
the first time. Let me know whether or not you have seen the picture before by 
nodding your head or saying yes or shaking your head or saying no. Remember 
indicate yes if you have seen the picture before and no if you have not seen the 
picture before. (Circle correct answers.) 
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Form A 
Car          (yes)  Fork               (no) 
Glass         (no)  Boot                (yes) 
Lock          (no)  Paintbrush     (yes) 
Table         (yes)  Cat                  (no) 
Hammer    (yes)  Dress               (no) 
 
Form B 
Key             (yes)   Toothbrush       (no) 
Hammer      (no)   Knife                (yes) 
Cup             (yes)   Shoe                  (no) 
Chair           (no)   Dog                   (yes) 
Saw              (no)  Pants                 (yes) 
 
Recognition: __________/10  
*VPMT-1, VPMT-2 Completion Code:  0     1     2     3     4     5     6     9 
*Test Completion Codes: 0=Standard Administration, 1=Arousal Impairment Code – 
Inability to complete item/test due to inability to stay alert, 2=Motor Impairment Code – 
Inability to give ANY motor response or patient was restrained, 3=Visual Impairment 
Code – Inability to see test stimuli (e.g., blind), NOT perceptual impairment, 
4=Phonation Impairment Code – Gives NO speech at ANY time, too dysarthric to give 
intelligible response, or intubated, 5=Aphasia Code – Profound language impairment that 
COMPLETELY interferes with ability to participate in task, 6=Agitation Code – Patient 
extremely agitated and thus non-cooperative with test administration, 9=Test Not 
Administered. 
If more than one applies, use the code that interfered most with administration of 
the test. 
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AGITATED BEHAVIOR SCALE 
Patient: ___________________________ Period of Observation: 
Observ. /Environ.: ____________________________From: ______a.m. to _______p.m. 
Rater/Disc.: _________________________________________________________ 
    At the end of the observation period indicate whether each behavior was present and, if 
so, to what degree: slight, moderate or extreme. The degree can be based on either the 
frequency of the behavior or the severity of a given incident. Use the following numerical 
value of every behavior listed. DO NOT LEAVE BLANKS. 
1= absent 
2= present to a slight degree 
3= present to a moderate degree  
4= present to an extreme degree 
A.M.        P.M. 
____        ____  1. Short attention span, easy distractibility, inability to concentrate. 
____        ____  2. Impulsive, impatient, low tolerance for pain or frustration. 
____        ____  3. Uncooperative, resistant to care, demanding. 
____        ____  4. Violent and/or threatening violence toward people or property. 
____        ____  5. Explosive and/or unpredictable anger. 
____        ____  6. Rocking, rubbing, moaning or other self-stimulating behavior. 
____        ____  7. Pulling at tubes, restraints, etc. 
____        ____  8. Wandering from treatment areas. 
____        ____  9. Restlessness, pacing, excessive movement. 
____        ____  10. Repetitive behaviors, motor and/or verbal. 
____        ____  11. Rapid, loud or excessive talking. 
____        ____  12. Sudden changes of mood. 
____        ____  13. Easily initiated or excessive crying and/or laughter. 
____        ____  14. Self-abusiveness, physical and/or verbal. 
____        ____  Total Score(s)                               
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Clinician Rated Items (DRS-R and Additional Items) 
1. Fluctuation of symptom severity 
Rate the waxing and waning of an individual or cluster of symptom(s) over the time 
frame being rated. Usually applies to cognition, affect, intensity of hallucinations, 
thought disorder, language disturbance. Take into consideration that perceptual 
disturbances usually occur intermittently, but might cluster in period of greater intensity 
when other symptoms fluctuate in severity. 
 0   no symptom fluctuation 
 1   symptom intensity fluctuates in severity over hours 
 2   symptom intensity fluctuates in severity over minutes 
2. Sleep-disturbance 
Rate sleep-pattern at night using all sources of information, including from family, 
caregivers, nurses’ reports, and patient. Try to distinguish sleep from resting with eyes 
closed. 
 0   not present 
 1   mild sleep continuity disturbance at night 
 2   moderate disorganization of sleep-wake cycle (e.g., several brief awakenings 
during the night with confusion/behavioral changes or very little nighttime sleep) 
 3   severe disruption of sleep-wake cycle (e.g., day-night reversal of sleep-wake 
cycle or severe circadian fragmentation with multiple periods of sleep and 
wakefulness or severe sleeplessness) 
3. Level of Arousal/ Daytime Drowsiness (Note that naps can be of variable 
duration; few minutes to hours) 
 0   Normal; alert during the day. 
 1   Napping during the day. 
 2   Difficulty staying alert during therapy sessions and naps during day. 
 3   Unable to stay alert at bedside or therapy sessions; persistently hypoaroused. 
4. Perceptual disturbances and hallucinations 
Illusions and hallucinations can be of any sensory modality. Misperceptions are “simple” 
if they are uncomplicated, such as a sound, noise, color, spot, or flashes and “complex” if 
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they are multidimensional, such as voices, music, people, animals, or scenes. Rate if 
reported by patient or caregiver, or inferred by observation. 
 0   not present 
 1   mild perceptual disturbances (e.g., feelings of derealization or 
depersonalization; or patient may not be able to discriminate dreams from reality) 
 2   illusions present 
 3   hallucinations present 
5. Delusions 
Delusions can be of any type, but are most often persecutory. Rate if reported by patient, 
family or caregiver. Rate as delusional if ideas are unlikely to be true yet are believed by 
the patient who cannot be dissuaded by logic. Delusional ideas cannot be explained 
otherwise by the patient’s usual cultural or religious background. 
 0   not present 
 1   mildly suspicious, hypervigilant, or preoccupied 
 2   unusual or overvalued ideation that does not reach delusional proportions or 
could be plausible 
 3   delusional 
6. Thought process abnormalities 
Rate abnormalities of thinking processes based on verbal or written output. If a patient 
does not speak or write, do not rate this item. 
 0   normal thought processes 
 1   tangential or circumstantial 
 2   associations loosely connected occasionally, but largely comprehensible 3 
associations loosely connected most of the time 
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Delirium Symptom Checklist for DSM-IV Diagnosis: 
Patient Name: _______________ Rater:_____________ Date of Evaluation:__________ 
A. _____Disturbance of consciousness (i.e., reduced clarity of awareness of the 
environment) with reduced ability to focus, sustain, or shift attention. 
B. _____A change in cognition (such as memory deficit, disorientation, language 
disturbance) or the development of a perceptual disturbance that is not better accounted 
for by a preexisting, established, or evolving dementia. 
C. _____The disturbance develops over a short period of time (usually hours to days) and 
tends to fluctuate during the course of the day. 
D. _____There is evidence from the history, physical examination, or laboratory findings 
that the disturbance is caused by the direct physiological consequences of a general 
medical condition. 
 
CAP Scoring Criteria  
Name:_____________________________________ CAP#_____ 
1. Cognitive Impairment (CI): 
       Correct     Incorrect          CI Score 
 TOTART Counting to 20 forward           2  0  _____ 
TOTART Counting to 20 backward           4  0  _____ 
TOTART Reciting months forward           2  0  _____ 
TOTART Reciting months backward          6  0  _____ 
             36    30–35      < 30  
CTD Vigilance (hits X 2) - commissions       4        2           0  _____  
            4        3       2,1,0    
CTC Comprehension           4         2          0  ______ 
            10    9    8–7   6–0 
CTD Recognition            6       4    2       0   ______
        
Total Score           _____ 
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Cognitive Impairment (Total possible score = 28. Scores < 18 indicate substantial 
impairment and count as one symptom of post-traumatic confusion. 
2. Disorientation: 
(Measured with the GOAT. GOAT error scores > 24 indicate disorientation and        
count as one symptom of post-traumatic confusion.) ______ 
3. Agitation: 
(Measured with the ABS. ABS scores > 17 indicate increased restlessness and          
count as one symptom of post-traumatic confusion.) ______ 
4. Fluctuation of Symptoms (DRS-R): 
(Clinician Rated Item 1. Scores of 1 or 2 indicate significant fluctuation and              
count as one symptom of post-traumatic confusion.) ______ 
5. Sleep Disturbance: 
(Clinician Rated Item 2 as informed by sleep charts and other information.   
 Scores of 2 or 3 indicate significant sleep disturbance and count as one ______ 
 symptom of post-traumatic confusion.) 
6. Decreased Daytime Arousal: 
(Clinician Rated Item 3. Scores of 2 or 3 indicate significantly decreased   
 daytime arousal and count as one symptom of post-traumatic confusion.) ______ 
7. Psychotic Type Symptoms (DRS-R): 
(Clinician Rated Items 4, 5, and 6. Scores of 1, 2, or 3 on item 4 or scores of  
 1, 2, or 3 on item 5, or scores of 2 or 3 on item 6 indicate psychotic type 
  symptoms and count as one symptom of post-traumatic confusion. ______ 
CAP TOTAL SCORE 
(Patients showing 4 or more symptoms are confused and patients showing 3 or more 
symptoms are confused if 1 of the symptoms is disorientation.) 
 Circle one:   Non-confused   Confused 
 
 
Reprinted with permission from Mark Sherer, 2017 
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